Exploring student views on classroom-based interventions on DSH. by Webster, Sophie
  
 
 
Exploring student views on classroom-based 
interventions on DSH 
 
Sophie Leanne Webster  
 
Submitted for the Degree of  
Doctor of Psychology  
(Clinical Psychology) 
 
School of Psychology 
Faculty of Health and Medical Sciences 
University of Surrey 
Guildford, Surrey 
United Kingdom 
September 2019 
© Sophie Leanne Webster 2019 
  
 
 
 
Abstract 
  
Background: Due to rising in rates in deliberate self-harm (DSH) and increasing pressure on 
NHS services, the government is looking to schools to provide a front-line response. Previous 
adolescents have indicated that more information on distress and alternative ways of coping 
would be helpful. However, teachers have raised concerns that talking about DSH in schools 
could lead to an increase in prevalence i.e. contagion. Therefore, this study aimed to explore 
student’s views of a classroom-based intervention on DSH and any potential consequences 
resulting from this teaching. It hoped to ascertain whether pupils had similar concerns to teachers 
around contagion following exposure to an intervention.  
Method: Sixty-one students in England (years 7-10) participated in 11 focus groups which were 
conducted in three secondary schools. They discussed their thoughts on having teaching on DSH 
and what the potential consequences of any teaching might be. Only one of the schools already 
provided teaching on DSH in the classroom and wider school environments, and their ideas 
appeared to be informed their experiences of this teaching. 
Results: Two themes emerged from the data which were ‘Should we talk openly about DSH?’ 
and ‘How to talk to openly about DSH’.  
Conclusions: The majority of the students within the focus groups expressed a desire to learn 
about DSH in lessons, with a few expressing concerns about the potential for contagion. All 
groups discussed ways to reduce the likelihood of contagion occurring. Most felt teaching would 
have a protective element and reduce DSH. The results indicate teaching on DSH in an open 
manner in the classroom is warranted, although further research measuring contagion following 
any intervention would add to the evidence. 
  
 
 
Key words >>>> social contagion, deliberate self-harm, schools, classroom-based intervention, 
focus groups 
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Abstract  
Background: Due to rising in rates in deliberate self-harm (DSH) and increasing pressure on 
NHS services, the government is looking to schools to provide a front-line response. Previous 
adolescents have indicated that more information on distress and alternative ways of coping 
would be helpful. However, teachers have raised concerns that talking about DSH in schools 
could lead to an increase in prevalence i.e. contagion. Therefore, this study aimed to explore 
student’s views of a classroom-based intervention on DSH and any potential consequences 
resulting from this teaching. It hoped to ascertain whether pupils had similar concerns to 
teachers around contagion following exposure to an intervention.  
Method: Sixty-one students in England (years 7-10) participated in 11 focus groups which 
were conducted in three secondary schools. They discussed their thoughts on having teaching 
on DSH and what the potential consequences of any teaching might be. Only one of the 
schools already provided teaching on DSH in the classroom and wider school environments, 
and their ideas appeared to be informed their experiences of this teaching. 
Results: Two themes emerged from the data which were ‘Should we talk openly about 
DSH?’ and ‘How to talk to openly about DSH’.  
Conclusions: The majority of the students within the focus groups expressed a desire to learn 
about DSH in lessons, with a few expressing concerns about the potential for contagion. All 
groups discussed ways to reduce the likelihood of contagion occurring. Most felt teaching 
would have a protective element and reduce DSH. The results indicate teaching on DSH in an 
open manner in the classroom is warranted, although further research measuring contagion 
following any intervention would add to the evidence. 
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Introduction  
Deliberate self-harm 
Deliberate self-harm (DSH) in the United Kingdom (UK) can be defined as an act of 
intentional, but non-fatal, self-injury, for example, cutting, burning or self-poisoning 
including overdosing. The term DSH does not consider the motivation behind the behaviour, 
i.e. an intention to end life, which is unlike other terms used to define self-harm, such as non-
suicidal self-injury (NSSI; Hawton, Harriss, & Rodham, 2010). DSH amongst young people, 
particularly of secondary school age (11-17), is a growing concern due to its association with 
an increase of risk of attempting suicide and increased likelihood of dying from those 
attempts (Morgan et al., 2017; Jacobson & Gould, 2007). Rates of DSH in England are 
difficult to establish as every year approximately 200,000 12-17-year olds will harm 
themselves and not present to services (Geulayov et al., 2018). Geulayov et al. (2018) 
believed this figure to be an underestimation of rates of DSH. Other studies have 
corroborated these findings and have also observed an escalation in rates (Morgan et al., 
2017; Griffin et al., 2018).  
Although rates of DSH have been difficult to quantify, the risk factors contributing to DSH 
have been well researched, with a relative consensus amongst studies. The identified risks 
include higher levels of depression and/or anxiety, gender, substance misuse, bullying, sexual 
orientation, ethnicity, lack of family cohesion, either low or high Social Economic Status 
(SES) and exposure to self-harm (Al-Sharifi, Krynicki & Upthegrove, 2015; Skegg, 2005; 
Hawton, Saunders, & O'Connor, 2012; Alfonso & Kaur, 2012; Lodebo, Möller, Larsson & 
Engström, 2017; Salmons, 2015). 
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Social contagion 
One risk factor for adolescent DSH, which has received substantial attention, is exposure to 
DSH through an interpersonal connection. A study of school attending adolescents has shown 
young people are up to 3.5 times more likely to report self-harming deliberately if a peer was 
known to be engaging in the behaviour (Doyle, Treacy and Sheridan, 2015). In literature, this 
is referred to as social contagion (Hawton et al., 2012; Skegg, 2005). This construct can be 
defined as the transmission of attitudes, ideas or behavioural patterns through conformity and 
imitation, usually in a group setting (Colman, 2014).  
Understanding the extent to which contagion impacts on DSH is a challenge owing to the 
high number of confounding variables (You, Lin, Fu, & Leung, 2013; Doyle et al., 2015). For 
example, the presence of mental health difficulties increases the risk of social contagion and 
the risk of DSH, which makes it difficult to separate the two (Jarvi, Jackson, Swenson, & 
Crawford, 2013). However, evidence suggests when the different variables have been 
controlled for, exposure to a friend’s DSH can increase the likelihood of an adolescent 
harming themselves (Prinstein et al., 2010). 
Two potential explanations for peer to peer social contagion and DSH have been identified. 
The first is peer selection, where young people seek out and select friends based on a shared 
experience (such as DSH), or a shared aspect of their identity (i.e. someone who harms 
themselves). DSH then becomes established as part of the group’s norms (You et al., 2013; 
Sloan, Berman, Zeigler-Hill, Greer & Mae, 2006). Shared connection can increase an 
individual’s own sense of belongingness to a group and potentially normalise self-harming 
behaviour (Doyle et al., 2015). This process has been established in other externalising 
behaviours such as smoking (Mercken, Steglich, Sinclair, Holliday & Moore, 2012) or 
alcohol use (Osgood et al., 2013). In terms of DSH, there is also evidence showing young 
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people have reported feeling greater affiliation to friends who undertake the behaviour 
(Prinstein et al., 2010).  
Peer socialisation or peer influence can provide another explanation for DSH and social 
contagion. This draws on social learning theory with young people observing, modelling and 
learning a behaviour from someone who is important to them (Bandura, 1986). During 
adolescence it is developmentally appropriate to become less dependent on caregivers and 
begin to observe and model peers (McElhaney, Allen, Stephenson & Hare, 2009). Although 
this increases independence, young people become susceptible to peer influence (Steinberg & 
Silverberg, 1986; Larson & Richards, 1991), such that, if a friend models DSH and conveys it 
as a helpful coping strategy or is someone they admire, this increases the likelihood of the 
behaviour (Nock, 2008; You et al., 2013). This explanation has been used to understand the 
overlap in the method used for DSH amongst friendship groups, particularly with girls 
(Hawton et al., 2010).  
Although there is evidence to support both peer selection and peer socialisation as 
explanations for social contagion between peers and DSH, most research discusses the two in 
tandem rather than focusing on them separately (Doyle et al., 2015). There is no substantive 
evidence to suggest one explanation is preferable to the other. 
 
Help seeking 
An increase in independence from caregivers can result in peers becoming the primary and 
preferred source of support for distress (Talking Taboo, 2012; Hasking, Rees, Martin & 
Quigley, 2015). Although this is developmentally appropriate, adolescents have offered an 
additional explanation as to why they seek help from peers when discussing DSH. They 
worry seeking help from an adult might result in stigma such as being labelled as an 
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‘attention seeker’ (Fortune, Sinclair & Hawton, 2008; Alfonso & Kaur, 2012). The lack of 
clear information being provided by schools and services is also a concern as young people 
do not know who to go to for help, resulting in them asking peers for advice (TalkingTaboo, 
2012; Klineberg, Kelly, Stansfeld & Bhui, 2013). The consequence of seeking help from a 
friend is it increases the risk of them adopting the behaviour through the exposure (Doyle et 
al., 2015; Hasking et al., 2015). 
Access to support and information for DSH has also been influenced by the rapid expansion 
of social media. An increasingly large amount of communication amongst adolescents takes 
place online (Rickwood, Mazzer & Telford, 2015; Berger, Hasking & Martin, 2016). Some 
of these interactions are helpful, however, some areas, including the dark web or self-harm 
forums can increase contagion by encouraging DSH (Daine et al., 2013; Rickwood, et al., 
2015) or discouraging users from seeking professional support by normalising the behaviour 
(Lewis, Heath, Sornberger & Arbuthnott, 2012).  
Interestingly, although young people seek help from friends or online, when asked where 
they would like to access information and support on DSH, many reported they would like 
help from their schools (Fortune, Sinclair, & Hawton, 2007; Berger et al., 2016). They felt 
talking openly about the topic would reduce some of the barriers in seeking help from adults 
(TalkingTaboo, 2012). Given DSH is thought to peak in teenage years, secondary schools 
appear to be well placed to offer accessible advice around DSH (Skegg, 2005). This 
transparency could then reduce the risk of social contagion by providing alternative sources 
of support and/or coping strategies. 
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Current interventions 
Secondary schools have typically offered two types of intervention to reduce adolescent 
DSH; prevention, by focusing on maintaining positive well-being, and individual support 
where safeguarding teams refer to external agencies, including CAMHS or, school 
counsellors (Evans et al., 2018; Vostanis, Humphrey, Fitzgerald, Deighton & Wolpert, 2012). 
Some have argued these approaches can result in the topic being ‘silenced’ and does not 
sufficiently target enough of the adolescent population who have expressed thoughts of DSH 
(Alfonso & Kaur, 2012). This could reinforce the stigmatising message and explain why 
adolescents are turning to peers or online resources (TalkingTaboo, 2012). 
In response, the government is aiming to provide first line interventions in schools to prevent 
mental health difficulties, including DSH, from escalating (Department for Health and Social 
Care & Department for Education, 2017a; YoungMinds, 2017). One initiative includes 
training a teacher in the school in Mental Health First Aid (MHFA). This aims to increase 
awareness and confidence in dealing with symptoms of anxiety and depression, including 
externalising behaviours such as DSH (Department for Health and Social Care & Department 
for Education, 2017b). A recent report into MHFA’s effectiveness has shown improvements 
in the awareness and understanding of adolescent mental health (Roberts-Holmes, Mayer, 
Jones & Lee, 2018).  
Another strategy is to ensure DSH is addressed in Personal, Social and Health Education 
(PSHE) lessons by adding teaching on how to recognise and address unhelpful coping 
strategies (PSHE Association, 2019). The impact of this initiative has not yet been evaluated. 
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Barriers to current interventions 
Barriers and scepticism over the implementation of these initiatives and adoption of 
classroom-based interventions have emerged (British Psychological Society [BPS], 2018; 
Evans & Hurrell, 2016). One of these barriers is teacher’s reported lack of confidence in 
responding to young people who self-harm, or those who have questions on the topic (Heath, 
Toste, Sornberger & Wagner, 2011). Many teachers feel DSH is a serious issue and worry 
they will say something unhelpful (TalkingTaboo, 2012). In a study on secondary schools in 
England and Wales, the lack of specialist training on DSH is something 81% of teachers said 
would be a barrier to discussing DSH (Evans et al., 2018). Whilst the MHFA course includes 
teaching on DSH and teachers have found this useful, it is limited to the teacher who has 
received the training, and some felt it was not covered in enough depth (Roberts-Holmes et 
al., 2018). 
Another barrier is the priority of the subject in the school curriculum. The BPS note that 
PSHE is not a compulsory subject, and some schools may struggle to implement the updated 
lessons (BPS, 2018). Evans et al. (2018) found the lack of time and resources available to 
teachers in PSHE lessons result in struggles to cover the entirety of the content in the 
curriculum. Studies have also identified a belief in some schools that DSH is not an issue in 
their school (Evans & Hurrell, 2016). Therefore, many adhere to previous models by 
focusing on emotional health and well-being topics.  
The final barrier is a fear that an open discourse on DSH will promote the behaviour and 
increase the prevalence of DSH. Teachers worry that talking about DSH will create a 
contagion effect. In the study by Evans et al. (2018), 80% of teachers viewed this fear as a 
barrier to offering more direct interventions. It is not clear from the research where these 
fears of contagion stem from. However, by not discussing the topic with the whole student 
body, schools are missing the opportunity to provide students with the knowledge of how to 
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help themselves and a friend. Classroom-based teaching could provide an opportunity to 
dispel the belief that DSH is a socially desirable coping strategy and thus reduce the potential 
for contagion amongst peers (Jarvi et al., 2013; Talking Taboo, 2012). 
These barriers could cause schools to feel less responsible for addressing the problem and 
increase the likelihood of schools relying on external agencies (TalkingTaboo, 2012; Evans 
& Hurrell, 2016). These behaviours are then likely to enhance the stigma associated with 
DSH which is reinforced if the topic is not included in the PSHE syllabus, and there is 
limited informal discussion about it with teachers (Alfonso & Kaur, 2012; Evans & Hurrell, 
2016).  
 
Rationale for current study 
The presence of the barriers to current interventions might imply that the school environment 
is currently not equipped to address the needs of young people in relation to DSH, and appear 
to show avoidance of directly confronting the topic. The new interventions being 
implemented in schools may address these challenges but none appear to consider staff’s fear 
of social contagion resulting from a whole-school intervention (Department of Health and 
Social care & Department for Education, 2017a).  
This fear is understandable given the significant evidence that exposure to DSH from a peer 
increases the risk of an individual undertaking the behaviour (Doyle et al., 2015; Jarvi et al., 
2013, Hawton et al., 2012). However, there is further evidence to suggest exposure to DSH 
stimuli did not have a contagion effect. For example, surveys measuring DSH or words 
relating to the topic, did not result in an increase in thoughts or behaviours of DSH (Cha et 
al., 2016; Muehlenkamp, Swenson, Batejan & Jarvi, 2014). This suggests exposure to 
materials of DSH, such as those covered in a lesson, may not result in contagion.  
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There is also no evidence of a group intervention, which directly discusses DSH, leading to 
social contagion and therefore an increase in DSH (Webster, 2019). Muehlenkamp, Walsh, 
and McDade (2010), is the only known study which has directly measured contagion 
following a classroom-based intervention on DSH in American high schools. They did not 
find any increase in thoughts of DSH or the behaviour itself following their intervention. 
Students have also expressed a desire to learn more about DSH, what alternative coping 
strategies might be and where to get appropriate help. They felt this knowledge would aid 
them in helping themselves and their friends (TalkingTaboo, 2012; Evans & Hurrell, 2016). 
This indicates they do not share the same fears as teachers. 
Gathering information on the student perspective of any consequences following teaching on 
DSH in the classroom may help to increase teacher confidence in delivering an intervention. 
If students do not share the same fears, teachers may feel less concerned about social 
contagion and so it could become less of a barrier to discussing the topic. 
 
Research aims 
The current study aims to explore students’ thoughts about receiving teaching on DSH. It 
hopes to get an insight into young people’s perceptions of the consequences of any teaching 
on DSH, and more specifically on concerns or risks of contagion effects resulting in an 
increase in the prevalence of DSH in their school.  
 
Research questions 
 What are student’s views on talking openly about DSH in the classroom? 
 What is their understanding of the potential consequences of a classroom-based 
intervention on DSH? 
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Method  
Methodology and Design 
Focus groups were conducted as they would allow discussion around teaching on DSH, 
would gather different viewpoints or opinions, and provide a clearer insight into what 
students think or feel about the topic (Morgan & Kreuger, 1993). The qualitative data 
gathered would be analysed using inductive thematic analysis as the flexibility of this 
approach allows for the use of focus groups. The analysis followed the step by step guide set 
out by Braun and Clarke (2006). 
 
Epistemology and Ontology 
A critical realist approach was taken when analysing the data. This approach combines 
interpretive epistemology with realist ontology (Archer, Bhaskar, Collier, Lawson & Norrie, 
1998). It acknowledges the real world exists, including behaviours such as DSH, whilst 
allowing for the understanding that knowledge and the meaning made of these ‘real things’ 
are applied within a specific social and cultural context (Bygstad, Munkvold & Volkoff, 
2016). 
 
Recruitment 
Opportunity sampling was adopted for this study. Twelve schools in the South of England 
were contacted through email which explained the purpose of the research and what it 
entailed (see Appendix A).  Schools were invited to respond if they were interested in 
participating and three schools agreed to take part in the study (see Figure one for recruitment 
process). 
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Figure 1: Flow chart of recruitment to focus groups in schools.  
Please note * Schools declined as they felt the topic of DSH was too sensitive to discuss with 
students, ** School dropped out due to timing of the research, *** Students classed as 
dropped out due to school absence on the day of the focus group 
 
Each school assigned a teacher or member of safeguarding team to be the main source of 
contact. They were sent information sheets, consent forms and an overview of the focus 
groups (see Appendices B-D) and were encouraged to discuss these with leadership and 
safeguarding teams. The researcher met the contact to discuss any concerns and answer 
further questions.  Recruitment of students aimed to be voluntary, however, every school 
wished to select pupils themselves for safeguarding reasons. Therefore, the importance of 
gathering a credible sample was stressed. The contact approached students individually and 
provided them with an information sheet explaining the purpose of the research with a 
Recruitment email 
sent to 12 schools 
6 schools: no 
response 
6 schools: Email 
response 
2 schools: 
declined*  
4 schools: signed 
up for study 
1 school dropped 
out**  
3 schools included 
in final study: 61 
students 
School 1: 4 groups 
(years 7-10) 
27 students 
attended focus 
groups 
1 student dropped 
out*** 
School 2: 4 groups 
(years 7-10) 
22 students 
attended focus 
groups 
2 students dropped 
out*** 
School 3: 3 groups 
(years 7, 8 and 
combined 9&10) 
12 students 
attended focus 
groups 
5 students dropped 
out*** 
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separate version to give to caregivers (see Appendix B). Students were advised to discuss 
participation with their caregiver and if both were content to proceed, the student and 
caregiver signed a consent form and gave these to the contact within the school (see 
Appendix C).  
 
Participants 
Inclusion criteria comprised of participants’ who were attending mainstream secondary 
school in years 7-11, were not being seen in mental health settings such as CAMHS, and 
could speak English fluently.  
In total, 61 students, aged 11 to 15, from the three schools agreed to participate in a focus 
group. As the research took place during the exam period, year 11 students were not included 
in recruitment. The table below highlights each school’s demographics which was gathered 
from Ofsted and government reports.  More in-depth data about each school’s performance 
and profile can be found in Appendix E (Ofsted, 2019; Department for Education, 2018). 
Socio-economic status (SES) was captured through the number of students in receipt of Free 
School Meals (FSM). Gender was the only characteristic approximately in line with the 
national average across the schools and participants in the focus groups. There was a great 
deal of variability in the remaining demographics. 
 [Table removed for publication of E-thesis. Please contact researcher if more information is 
needed] 
 
Focus group structure 
The structure of the group included a welcome, an explanation of the purpose of the groups 
and a discussion of the ‘ground rules’. Questions aimed to create a discussion around 
students’ current attitudes towards levels of teaching on DSH. They focused on whether 
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students wanted teaching, how teaching could be implemented, and what they thought the 
potential consequences of teaching might be. It was predicted discussions would last 30-45 
minutes so groups could fit into each school’s timetable.  
Overall, 11 groups were co-ordinated which is in line with research guidance on theoretical 
saturation for thematic analysis (Guest, Bunce & Johnson, 2006; Ando, Cousins & Young, 
2014). Participants of the groups were separated by school year with two schools having four 
groups (one per year). One school was not able to recruit enough students so one of their 
groups contained two school years. Each group aimed to have 5-8 participants to ensure 
everyone had an opportunity to speak but with enough people to gain a diverse range of 
opinions (Krueger and Casey, 2015). Due to the perceived controversial nature of the topic, 
the importance of not over-recruiting was stressed to enable each group member to give their 
personal accounts (Morgan & Scannell, 2003). The smallest group had three members in (due 
to school absence on the day of the research) and the largest had eight. 
 
Procedure 
Groups were conducted in a confidential space, which was usually an empty classroom. 
Schools requested the presence of another staff member for safeguarding reasons. This was 
someone students were unfamiliar with, as they were from the administration or reception 
team. They did not participate and instead sat outside of the group. 
Participants, the principal investigator and an additional group moderator sat in a circle. 
Consent to participate, having the session audio recorded, maintaining confidentiality, and 
the possibility of withdrawing from the study were reiterated. To reduce potential anxiety 
about speaking in front of peers and strangers, an ice breaker exercise was completed before 
beginning the questions. A refocusing exercise was completed at the end and the opportunity 
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to debrief with the moderators was provided. Debrief sheets were available for all 
participants (see Appendix F). 
The lesson structures within the schools resulted in variation in lengths of focus groups, but 
all were between 21 and 40 minutes. The recordings were uploaded onto a secure USB stick 
and then deleted.  
 
Ethical considerations 
The study gained ethical approval from the Faculty of Health and Medical Sciences at the 
University of Surrey Ethics Committee (see Appendix G). As DSH is considered a sensitive 
topic, a range of safeguarding and ethical issues were considered (see Appendix H) 
 
Data analysis 
Braun and Clarke’s (2006) guide to inductive thematic analysis was employed to identify, 
analyse and report patterns and themes within the data. Familiarisation with the data occurred 
by carefully checking the accuracy of transcripts and highlighting key points line by line (see 
Appendix I). Initial codes were generated from these key points, before being collated and 
organised into developing themes. These were compared with the initial transcripts and 
reviewed to ensure they reflected the nature of the data before being refined into larger 
themes. Throughout this process, potential themes were discussed in supervision and 
collapsed or renamed, if appropriate. Thematic maps were developed to demonstrate how 
main themes and sub themes related to one another and aided in the naming of final themes 
(see Appendix J). Finally, themes were written up and discussed in supervision to ensure they 
captured the essence of the data. Some of the quotes used in the results section will be 
 17 
 
 
shortened using ellipses and, if needed, a short explanation of what topic is being discussed 
will be given using square brackets. 
 
Credibility 
Yardley’s (2000) principles were employed in all stages of the research to ensure the quality 
of the research and analysis and to reduce the impact of single researcher bias. These 
principles include sensitivity to context, commitment and rigor, transparency and coherence 
and impact and importance (see Appendix K).   
 
Reflexivity 
Throughout all stages of the research, a reflexive diary was kept to improve data quality and 
reduce the impact of bias (Fischer, 2009). Extracts of this diary highlight personal 
expectations and assumptions which may have influenced data collection and analysis and 
how these were manged to reduce the impact on the analytic process (see Appendix L).  
 
 
Results  
Two major themes were identified in the data which were ‘Should we talk openly about 
DSH?’ and ‘How to talk openly about DSH’. Both of these had a number of subthemes (as 
shown in Figure two below). Every focus group contributed to each theme, even if examples 
from a particular group have not been reported below (see Appendix M for additional quotes 
and inferences). Connections between the themes and subthemes were inferred by the young 
people and have been described under the appropriate subtheme. 
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As school three was the only school which had received teaching on DSH, they often spoke 
in the past tense and discussed their experiences of the teaching and their perceptions of the 
impact of that teaching. As such, occasionally their opinions differed from schools one and 
two.  The differences in context provided a greater understanding of the wide variety of 
issues relating to teaching on DSH.  
 
Figure 2: Thematic map with key of main themes and subthemes and the links between these.  
Please note, additional examples of quotes for some of the subthemes can be found in 
Appendix M 
 
 
Theme 1: Should we talk openly about DSH? 
This theme attempted to capture participants thoughts on talking openly about DSH in school 
and what some of the consequences of doing so might be. There were four subthemes, two 
subthemes focused on the perceived impact of imparting information on DSH, with the first 
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considering whether the knowledge provided would be dangerous and the latter focusing on 
students’ expressed desire to learn about the topic. The other two subthemes were linked to 
communication: how learning to communicate interpersonally could create a sense of 
community and how those who harm themselves might feel isolated.  
 
Knowledge could be dangerous? 
In groups where teaching on DSH had not been provided, some students voiced a fear that 
talking openly about DSH in lessons would generate curiosity and a sense of agency which 
could lead to pupils thinking about harming themselves and/or acting on those thoughts. They 
wondered if this openness might also create a context whereby those who were self-harming 
experienced more thoughts associated with DSH following the teaching. However, others in 
the group felt teaching would be beneficial: 
Male Participant 1: ‘It [teaching] could cause like people to like-- Possibly like start 
doing it deliberately.’ […] Male Participant 2: ‘I would like it [teaching].’ Male 
Participant 3: ‘Yes, just to get to know it better and how it works and see how we can 
stop it.’ (School one, group two, lines 17-21) 
For students who were naïve to the topic, their discussions identified specific types of 
knowledge around DSH which could be perceived as dangerous. They thought conveying 
direct descriptions of the different methods of DSH in teaching may encourage students to 
adopt these behaviours. Therefore, sensitivity to this would be needed:  
‘Always the issue if the teaching is more focused on the methods the people might use 
to harm. I feel like as long as the teaching steers away from that and more towards 
the coping mechanisms, and you reduce the risk of-- Because people worrying about 
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that, encouraging it, obviously. I think as long as the teaching isn't focused on that, 
it's not an issue.’ (Female participant, school one, group four, lines 386-392) 
Those students who were less naïve thought their teaching was delivered in a positive way 
whereby students would not have considered deliberately harming themselves: 
 ‘The way it was taught, it wouldn't have-- I don't see how anyone would have come 
out of that teaching, and gone, you know, "Why I never thought of that before? I must 
go and--" (Female participant, school three, group two, lines 632-636) 
 
Desire for Knowledge  
In contrast to the subtheme above, every group expressed a desire to learn more about DSH. 
This knowledge was viewed as having both a preventative and protective impact for 
themselves and peers. Students thought clear information about DSH would help them know 
what ‘signs’ to look for with their peers.  All students demonstrated an awareness that people 
can harm themselves in various ways, but most groups only provided one or two examples 
(which were typically cutting or overdosing). The students implied they were unsure what 
other behaviours could constitute as DSH and how to recognise those: 
‘People could overdose, so you wouldn't know that straight away if you just looked at 
someone. If you knew the other ways, you'd probably more likely know because with 
cuts, yes, it's scarring and you'd most likely to notice that than anything else. 
Someone could be still hurting themselves, but not just a visual way.’ (Female 
participant, school one, group one, line 307-312) 
They also wanted a better grasp of the potential impact of DSH. This included hoping a 
greater understanding of the potential consequences of DSH on themselves and their friends 
or family might prevent them from doing it:   
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‘Teach people the effect, what effects it can have on the people around you because 
then it would discourage people from doing that I guess.’ (Male participant, school 
one, group three, lines 496-499)  
Male Participant 1: ‘Stops them to do it because they know how not to get into it.’ 
Male Participant 2: ‘Know why it's bad, what it does to you.’ (School two, group four, 
lines 263-264) 
Students thought information on more helpful coping strategies and knowing who to seek 
help from could also act as a preventative measure. They believed this knowledge would 
provide distressed individuals alternative options to DSH: 
‘I think that maybe people get taught other ways to deal with stress, bullying, etc. not 
to self-harm and let go. There are other ways to deal with it so not just going straight 
to self-harm if you're stressed.’ (Female participant, school two, group three, lines 
371-375) 
All students thought knowledge of DSH would also empower them to support peers if they 
recognise they are harming themselves. This varied from knowing what to suggest to peers to 
protect them, to knowing who to go to for help to ensure they and/or peers received 
appropriate levels of support: 
‘If you have friends who are going through a crisis to know what can help they can 
get or what help is available for those who self- harm.’ (Male participant, school one, 
group four, lines 140-142) 
 
Interpersonal Connection  
Students thought one of the outcomes of talking openly and learning about DSH in lessons 
would be a more in-depth understanding, which could encourage empathetic communication. 
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This would be facilitated by including advice on what language to use with peers who were 
struggling.  Students believed this would increase their confidence when approaching others 
who appeared distressed, as they would be less concerned about saying something unhelpful: 
 ‘If you understand you won’t make rude comments because you’ll understand why 
that’s happening to them.’ (Female participant, school two, group four, lines 279-
281) 
Many students felt gaining skills in helping others was the most important aspect of any 
teaching. As mentioned in the ‘desire for knowledge’ subtheme, students thought learning 
about DSH would enable them to identify when peers may be struggling. They wondered if 
learning how to approach peers in a supportive manner would enable them to use the 
practical knowledge, and the combination of the two could contribute to the prevention of 
DSH: 
Male Participant: ‘It’s [teaching] more about how you can help them, that's more 
needed.’ […] Female Participant: ‘If you knew someone that was self-harming you'll 
be able to help them. […] You could help them to be better, get better.’ (School two, 
group two, lines 268-269 & lines 277-281) 
For young people who had less experience of discussing DSH, there was a wish more 
compassionate and confident communication between students, resulting from teaching, 
would have a longer-term consequence of fostering an inclusive community where emotional 
distress was not managed in isolation. For those students who had received the teaching this 
interpersonal cultural change had been realised:    
 ‘They know they’re not the only ones so they do have someone they can trust in stuff 
like that. It makes them less feel like so alone. They would know that there're other 
people.’ (Female participant, school one, group one, lines 291-294) 
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Male Participant 1: ‘They become a bit more friendlier to people.’ Male Participant 
2: ‘More aware of just looking out for people who are possibly having a bit of a hard 
time.’ (school three, group one, lines 303-307) 
 
Isolation 
Every group reflected on the potential consequences of not talking openly about DSH for 
individuals who undertake the behaviour. They acknowledged that many young people try to 
hide DSH from peers and parents and try to manage their distress on their own. They thought 
this level of secrecy was linked to young people feeling more isolated: 
 ‘We don’t usually talk about it.’ (Female participant, school one, group two, line 12) 
‘With self-harming, they’ll do it on their own, they won’t tell their mum or anything.’ 
(Male participant, school two, group two, lines 112-113) 
The motivations for individuals choosing to keep both their distress and this coping strategy 
hidden, was thought to be due to fears associated with being judged and/or stigmatised by 
peers: 
‘You're going to get bullied because your friends are going to find out.’ (Male 
participant, school two, group three, line 498-499) 
‘They don’t like talking to people because they think that people are going to judge 
them.’ (Female participant, school three, group two, lines 431-432) 
General perceptions of DSH within the school could also contribute to the student’s sense of 
isolation. There was a narrative within groups from schools one and two, that the topic of 
DSH was complex, personal and sensitive, making it difficult to talk about in an open 
manner.  Students could not clarify why, they felt it was different to other topics covered in 
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PSHE, such as sex or drug usage. However, one group alluded to feeling that DSH was 
currently a more common occurrence than other topics. Therefore, teaching on other topics 
could be considered hypothetical at this stage but DSH teaching would be about real-life 
experiences, thus making it more personally relevant. Students in these schools also believed 
their teachers were avoidant of the topic and reluctant to talk about it, however, they did not 
voice their reasons for these perceptions. Potentially, students may have assimilated similar 
views adding to the belief that DSH was too sensitive to discuss openly:  
Female Participant: ‘It’s [DSH] a harder topic.’ Male Participant: ‘It's more a 
sensitive topic because we talk about sexual awareness. Not many people in this year 
at all are actually going through any of it, but there are people at this age that will go 
through self-harm, so it's much more sensitive.’ […] Male Participant: ‘It's more 
relatable.’ (School one, group three, lines 177-186) 
Students hoped talking about DSH openly would change perceptions around the topic and 
change other’s responses by reducing the stigma attached.  Those who were less naïve 
observed that following teaching, those who were struggling were more confident in talking 
to peers about their difficulties as they did not feel as different. This links with the previous 
subtheme as students reported a reduction in isolation and an increase in interpersonal 
connection following teaching: 
‘They feel they have someone to talk to. It's not just them and others go through what 
they go through and they're not alone. They can get help.’ (Female participant, 
school three, group three, lines 369-372). 
 ‘The more it’s talked about the less stigmatised, the more people are more open to 
talk about it.’ (Male participant, school two, group two, lines 345-347) 
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Theme 2: How to talk openly about DSH 
The second identified theme focuses on how students thought DSH could be talked about 
openly. Three subthemes were identified within this main theme. These were: the timing of 
teaching and how ‘ready’ students are to learn about DSH, the role the teacher’s knowledge 
plays and the importance of creating a safe place.  
 
Being ready 
Students thought differing levels of emotional development across the year groups would 
influence how receptive they would be to DSH teaching which should impact the timing of 
teaching. All groups, regardless of their own age, thought emotional maturity of young 
people develops and improves as they get older. Therefore, they believed those in year nine 
and above, would be more equipped to manage and understand the perceived complexity of 
the topic of DSH. This was supported by one group in school three who reflected they have 
found teaching more useful as they moved up the school:  
‘Year seven, probably weren't as mature and probably didn't understand the full 
concept; they didn't have the full picture, so maybe people didn't take it seriously as 
possibly they should have. Definitely, I think as they got older, they got more 
understanding and have respect it more.’ (Male participant, school three, group one, 
lines 281-886). 
Some groups were fearful of a few students not taking teaching seriously and the effect this 
might have on others. It was thought this was more likely to occur in the younger years and 
so amplified the importance of having the teaching at the appropriate time: 
Female participant 1: ‘some people just walked away and giggled and didn't take 
anything in.’ […] Female Participant 2: If you learn about it at a young age, it might 
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like scare you. To cover up, you might giggle about it.’ (school three, group three, 
lines 395-398 & 402-404) 
This belief that students should have different teaching based on age links to the previous 
subthemes ‘desire for knowledge’ and ‘knowledge is dangerous?’ Although every group, 
wanted to learn about DSH, some students expressed concerns that the lack of emotional 
maturity in younger years could result in teaching being misunderstood resulting in an 
increase in prevalence of DSH following the lesson. Older students, who were ‘more mature’, 
would be more able to understand the topic and risks associated with DSH, and so more 
inclined to use the knowledge in a helpful way. Therefore, in schools one and two, groups 
compromised by suggesting teaching should be tailored to the emotional maturity of the 
school year. This appeared to match the model school three followed in their teaching. 
Male Participant 1: ‘I think from Year 7 to Year 8, I think they [teachers] should do 
like why people do it, then Year 9 onwards, like what would happen, what happened, 
how long are you doing it. That's what I think. [….] If the year 7s find out what 
happened if you do it. I don't know so they'll probably get freaked out and they get 
scared and they'll probably end up doing it because Year 9, is a lot a bit more older 
than them- well, not bit but—' Male Participant 2: ‘They understand more.’ […] 
Female Participant: ‘They're mature.’ (school two, group three, lines 311-324) 
Alongside emotional maturity, there was also a recognition that individual circumstances and 
other school stressors for students might impact on readiness to absorb this information in a 
helpful way. Students appeared to appreciate the individual differences and the importance of 
allowing everyone to have a choice in accessing the teaching on DSH: 
Male Participant 1: ‘Year seven is just a little bit fresh.’ […] Female Participant: ‘I 
feel like that's when most people go through like this year [year nine].’ Male 
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Participant 2: ‘It's also a time when most people are probably settled in and stuff.’ 
(School one, group three, lines 191-192 & 203-208).  
‘I think people should be able to choose, like younger people should be able to choose 
if they want to learn about it.’ (Female participant, school two, group one, lines 135-
137) 
 
Teacher know-how 
Students felt it was important they could trust teachers to manage the topic of DSH.  This 
trust was connected to how confident teachers were about the topic, their knowledge, and 
ability to discuss this in an engaging manner.  
Some students thought teacher avoidance on the topic could be because of the perceived 
sensitivity around DSH. Others wondered if the topic was not discussed in lessons because of 
a lack of training. Although they did not voice the reasons for this assumption, they raised 
concerns a lack of training would mean teachers would not be able to give the topic the 
attention it is due and instead would rely on the premade materials in front of them. They 
feared this would result in a lack of engagement with the topic or an inability to answer 
questions:  
‘I feel like If it’s your tutor, they don’t really know that much about it and they’ll just 
be reading off of a slide and they're not really-- they're just reading it and they're not 
really teaching it to you.’ (Male participant, school two, group one, lines 470-473) 
Interestingly, in school three, students did not raise concerns about this and in some groups 
teacher avoidance or training was not mentioned at all. 
Some students assumed outside professionals would be appropriate teachers as they would 
have more knowledge than school teachers, but they were also content to have a trained 
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teacher talk about DSH. Proficiency in the topic was important to ensure the teacher would 
be able to manage any difficult questions.  
‘A fully trained teacher who know how to teach it and knows how to stop it and knows 
everything about it.’ (Male participant, school one, group two, lines 68-70) 
‘Someone who’s more aware than teachers about what’s causing it and the different 
effects of it.’ (Female participant, school two, group three, lines 272-274) 
Expertise was not just related to qualifications and training on the topic. Some students 
showed an interest in being taught by someone with prior experience of DSH – either as 
someone who had harmed themselves in the past and overcome this, or a family member of 
someone who has deliberately harmed themselves:  
Male Participant: ‘Maybe someone that has gone through self-harm, that has done it 
to talk about how it messes up your life sometimes.’ Female Participant: ‘Or not 
necessarily someone who has done it but someone that knows someone who has done 
it, so they know what it feels like.’ (School one, group one, lines 66-71) 
In one group, students discussed having different types of ‘experts’ in different school years. 
This linked to the ‘being ready’ subtheme as they thought students in lower years would 
struggle with the emotional aspects of having someone with personal experience of DSH and 
so that level of expertise should not be brought in until students were mature enough to cope. 
Female Participant 1: ‘In year seven, you want someone who's researching it. And 
then the highest have like a parent or someone who's comfortable –‘ […] Female 
Participant 2: ‘Feels more emotional and you could probably deal with it better when 
you're older.’ (School two, group one, lines 203-205 & 217-218) 
Students also discussed the importance of being able to trust the person teaching and having a 
relationship with them, due to the sensitivity of the topic. Many supposed a tutor would be 
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able to fill this role due to their presence throughout the overall school journey. School three 
reflected that following the teaching on DSH, trust with tutors had been enhanced. This 
seemed to generate a sense of increased confidence in being able to seek their help if they 
were struggling: 
‘Somebody you know and trust to tell you about something because it’s a sensitive 
subject.’ (Female participant, school one, group four, lines 196-197) 
‘If it's normal, then you have that tutor for the whole five years of school. If they're 
the one teaching you, then you might build up trust, and talk to them about that sort of 
thing. (Female participant, school three, group two, lines 512-519) 
 
Safe Space 
The students in the focus groups believed that if they were being taught about DSH then they 
would want the space to be a safe one and feel contained by it.  
Students felt a sense of containment would be achieved by ensuring the teacher was someone 
students respected and for whom there was an accepted authority. This included the presence 
of more than one teacher or teachers from the senior staff team. However, respect and 
authority were not necessarily sufficient, as being well liked was also thought to be 
important. Although the groups acknowledged not everyone will appreciate the same teacher, 
there seemed to be some teachers who were more universally liked. Groups felt students 
would be more engaged in lessons with these teachers as there would be a mutual respect: 
If it's somebody that respect, you're more likely to listen to them. They teach you 
about a lesson and you're engaged and you learn more when you’re with them.’ 
(Male participant, school one, group three, lines 139-142) 
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‘A teacher who everybody likes and can be open with […] Like Mr. B.’ (Male 
participant, school one, group one, lines 53-57) 
 ‘We've got SLT [senior leadership team], like A. They won't talk as much. (Male 
participant, school three, group two, lines 487-488) 
However, some students also appeared to feel more contained by having a stranger conduct 
teaching rather than a teacher/tutor within the school. This seemed to be linked to 
confidentiality and a fear teachers would have conversations between themselves:  
‘Some people could prefer to speak somebody outside because if you tell someone in 
school, you could be thinking, "Is it going to get passed around through the 
teachers?"(Female participant, school one, group four, lines 211-214) 
Alongside qualities that teachers could bring, groups also discussed the process of how 
sessions were run. Importance was placed on students having the space to ask questions and 
have discussions, but also having permission to remain quiet without feeling pressure to 
speak if they didn’t want to. Knowing they could choose how much they wanted to 
participate in the lesson helped facilitate a sense of safety: 
‘Don’t ask the children much questions, let them ask you.’ (Female participant, 
school two, group four, lines 86-87) 
‘There were questions on the slide, so we would talk about the questions in there and 
how to answer them.’ (Female participant, school three, group three, lines 151-152) 
However, students also felt expectations around any participation in the class needed to be 
clear. They thought it was important to set a boundary where students are told not to disclose 
personal experiences of DSH. Students appeared to want to protect individuals from potential 
judgement from peers or feeling pressured to talk about something they may not want to 
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discuss. This seemed to link to the ‘isolation’ subtheme as they wanted to reduce the chance 
of their peers experiencing stigma: 
‘If you share, the fact that you might be self-harming, like in the PSHE then 
afterwards someone might bully you about it. […] ‘Maybe telling your tutor 
personally, not sharing it to the whole class about you self-harming.’ (Male 
participant, school two, group four, lines 462-464 & 469-471) 
 
Discussion 
Summary of results 
This study aimed to gain an understanding of students’ perceptions of receiving open and 
direct teaching on DSH in school and potential consequences that may arise following this. 
Specifically, whether students share concerns previously raised by teachers that a classroom-
based intervention on DSH could lead to an increase in the prevalence of DSH in their 
school.  
Two themes were identified in the data which were ‘Should we talk openly about DSH?’ and 
‘How to talk openly about DSH’. The results suggest the majority of students in the focus 
groups wanted to learn more about DSH in the classroom. This included learning alternative 
coping strategies and who or where to go to for help. There was an acceptance amongst 
groups that lessons will not stop all DSH and therefore knowing how to help others was 
critical. A perceived longer-term consequence of learning how to effectively support both the 
self and other was a shift to an inclusive school culture. This stemmed from students’ 
awareness and empathy towards distressed individuals and wanting to reduce potential for 
isolation or stigma.  
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A minority of students displayed some fears around contagion resulting from exposure to an 
open lesson on DSH. The presence of this fear was often dependent on the groups’ level of 
naivety to the topic. DSH was perceived as being more personal and sensitive than other 
topics and students thought teachers were avoidant of discussing it. All groups explored ways 
the potential for contagion could be circumvented including having a teacher whom students 
trust and can engage them and provide a sense of containment in the lesson. They believed a 
well-liked teacher with expertise and who could command respect would able to achieve this. 
Timing of the teaching was discussed in every group. Students felt teaching should be 
adapted to the levels of emotional maturity typically found within a year group as well as 
considering other school stressors.  
Schools one and two tended to have similar ideas and fears around teaching and potential 
consequences. School three showed some similarities to these schools but had the benefit of 
experience, having had regular teaching on DSH so discussed their own understanding of the 
impact of teaching. 
 
Discussion of themes and how they relate to empirical research 
A minority of students, in groups which had not received teaching on DSH, reported fears 
that exposure to an intervention could result in an increase in prevalence in DSH. Although 
none of the focus groups used the term contagion, this is the concept they appeared to be 
referring to.  Evans et al. (2018) identified similar concerns expressed by teachers in their 
study, however, unlike the present study, the fear of contagion was more pervasive and was 
reported by the majority of teachers. Potentially this fear of contagion was linked to the 
overall perceptions of DSH itself.  
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The language associated with DSH was often focused on how sensitive the topic was. If the 
notion of DSH had been socially constructed as something uncomfortable and private, 
adolescents may then come to understand it in a similar way (Best, 2017). Their view that 
teachers were avoidant of the topic added to this construction leading to the conclusion that 
DSH is something which should not be talked about openly. This could explain why many 
struggled to voice why they thought DSH different to other topics and considered it more 
complex.  
Although only applicable to groups who were naïve to DSH, the sense that teaching on DSH 
would be difficult, contributes to the narrative in schools established by other researchers that 
DSH is something which should be hidden away (Fortune et al., 2008; Alfonso & Kaur, 
2012). Many people avoid topics which create anxiety (Nielsen & Shapiro, 2009); however, 
students reflected on the consequences of not discussing DSH openly. They thought those 
who self-harm might experience an increased sense of isolation due to a fear of stigma, or 
negative judgment from others. This has also been reflected in the research of others (Talking 
Taboo, 2012; Fortune et al., 2008; Alfonso & Kaur, 2012). 
Most of the students did not demonstrate fears of contagion and instead thought a direct 
conversation about DSH in lessons would be beneficial. This mirrored the responses from the 
school where students were taught about DSH in an open manner. They felt education in this 
topic allowed individuals to make an informed choice to use alternative strategies or seek 
appropriate support and believed it would lead to a reduction in prevalence of DSH. This 
echoes reports from young people in other studies (Talking Taboo, 2012; Fortune et al., 2007; 
Berger et al., 2016). The students suggested approach to teaching is also similar to what has 
been adopted in physical health systems, for example, education on risk factors of disease 
(Gerstein, 1999; Ebrahim, Beswick, Burke & Davey Smith, 2006) and in school PSHE 
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lessons on drug usage (Lloyd, Joyce, Hurry & Ashton, 2000).  Therefore, if this approach 
was adopted in all schools, the format would be familiar to teachers. 
Students had many ideas on how the reduction in DSH could be achieved. Many of their 
considerations were consistent with features of Social Learning Theory (SLT; Bandura, 
1986) as they stressed the impact modelling from teachers, peers and the whole-school could 
have on the attitudes, thoughts and behaviours around DSH. 
In many groups, students appeared to suggest teachers could become a positive role model. 
As young people develop, many will observe and model the attitudes and behaviours of non-
parental adults outside of the family system, as well as their peers (Scales & Gibbons, 1996). 
With many Western cultures becoming increasingly focused on remaining in education, 
teachers will typically fill this role (Modell, Furstenberg & Hershberg, 1976; Darling, 
Hamilton & Shaver, 2006). Evidence has stressed the impact a positive unrelated adult role 
model can have on young people, and studies have shown reductions in internalising and 
externalising behaviours (McMahon, Singh, Garner & Benhorin, 2004; Hurd, Zimmerman & 
Reischl, 2010). These findings indicate a teacher leading a lesson on DSH, who is considered 
to be a positive role model, could affect thoughts and behaviours around DSH. Students 
suggestions of having a teacher who is well liked, respected, trusted, and viewed as having 
knowledge on the subject could increase this level of influence, given adolescents are more 
likely to model those they admire (Bandura, 1986). 
The level of influence teachers’ have in modelling alternative ways to manage distress and 
supporting those who harm themselves could be reduced by lower levels of emotional 
salience in the student-teacher relationship (Lempers & Clark-Lempers, 1992; Hurd et al., 
2010). However, research shows adolescents will frequently name a teacher as a significant 
adult in their lives indicating they would have some impact (Darling et al., 2006).  
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In comparison to teachers, peers have been shown to be more influential in modelling 
behaviour due to the strong emotional connections between friends (Bandura, 1986). 
Connotations around peer influence or peer socialisation are typically negative in society. 
However, research highlights the advantages positive peer influence has in actuating change 
in adolescent behaviour, with evidence of increases in prosocial behaviour and goals 
(Wentzel, 1998; van Hoorn, van Dijk, Meuwese, Rieffe & Crone, 2014). Students appear to 
have recognised this and believed teaching was important as it would lead to a reduction in 
DSH through individuals modelling appropriate help seeking and alternative coping 
strategies to friends. Given research suggests young people prefer to access informal sources 
of support, i.e. peers, facilitating positive peer influence is essential (Hasking et al., 2015). 
Positive peer influence is achieved by peers offering encouraging support (Wentzel, 1998), 
displaying an empathetic response to those who are struggling (Karakos, 2014; Carlo, 
McGinley, Hayes & Martinez, 2011), showing an understanding of the individual’s 
perspective (Wentzel, Filisetti & Looney, 2007), and providing positive feedback (van Hoorn 
et al., 2014). The groups mirrored this research by wanting to learn how to recognise and 
approach those they suspect are undertaking the behaviour in a supportive and helpful way. 
They believed learning the reasons why people DSH and what language to use when talking 
with peers would help them accomplish this.  
Students also thought one of the consequences of learning how to help others, using a whole-
school approach to teaching, would be the creation of a shared understanding. This could 
foster a sense of community and more supportive environment. They inferred achieving this 
would result in lower levels of DSH. When drawing upon SLT (Bandura, 1986), social norms 
are often established through common forms of peer influence, such as observational learning 
and modelling. These perceived social norms can then inform adolescents on their behaviour 
and attitudes (Brechwald & Prinstein, 2011) and, once acquired and internalised, can 
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influence future individual decision making (Choukas-Bradley, Giletta, Cohen & Prinstein, 
2015; Berger, 2008). In a school setting, the use of positive peer influence to shape the 
culture has been shown to facilitate school cohesion (Brendtro, Mitchell & McCall, 2007; 
Karakos, 2014). Students who had received teaching on DSH reported findings similar to this 
as they noted peers were more understanding and kinder to each other. They implied teaching 
resulted in a change in school attitudes to DSH and help seeking was normalised, so 
individuals felt more confident in getting support. 
The subtheme ‘being ready’ resonates with Vygotsky’s (1978) theory of Zone of Proximal 
Development (ZPD). Students discussed the difference in developmental levels of their peers, 
which seemed to be based on year group, and suggested teaching should be tailored to their 
maturity level. This would reduce the likelihood of young people having a negative reaction 
to the teaching and they would be able to access the information in a helpful way. This could 
reflect the importance of not teaching outside of the student’s ZPD so information provided 
in a lesson would be internalised by students in a way they could use effectively in the future. 
As students develop more skills in managing everyday complexity, their ZPD would move 
progressively forward and they could be given more information on DSH. This theory 
complements SLT (Bandura, 1986) by emphasising the need for expertise in the role model 
or teacher when guiding students. 
 
Implications 
A rapid rise in attention given to DSH in the media and increasing rates of adolescent DSH 
has made it much harder for young people and their peers to avoid exposure in some form or 
another (Hooley & Franklin, 2018; Griffin et al., 2018). The students in the study 
demonstrated an awareness of DSH. They had not looked for information online themselves, 
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but instead had been exposed to the concept from others and this had not resulted in an 
automatic uptake of the behaviour. Students who had received teaching indicated that when 
exposure to DSH is framed with accurate knowledge and appropriate coping strategies it does 
not lead to an increase in prevalence. Therefore, teacher’s fears of contagion (Evans et al., 
2018) following an intervention in schools may be unnecessary, and their beliefs around the 
consequences of a classroom-based approach may need to be modified.  
Every group highlighted their desire for clarity around DSH and further information on 
alternative coping strategies. Schools are well placed to provide an intervention, with the 
requested content, and can offer this to the general population rather than targeting those 
deemed at ‘higher risk’ (Hargus, Hawton, & Rodham, 2009).   
Offering lessons on DSH to all, in a classroom-based environment, would allow the 
construction of a collective view on DSH (Moussaïd, Kämmer, Analytis & Neth, 2013). 
Research indicates this would promote positive peer influence and facilitate the change in 
social norms around DSH i.e. ensuring it is not viewed as being socially desirable (Karakos, 
2014; Jarvi et al., 2013). This could change adolescent’s individual attitudes and beliefs 
around DSH potentially leading to a change in behaviour (Moussaïd et al., 2013). This was 
echoed by students in the study who felt a consequence of the creation of an inclusive 
community would be a reduction in prevalence of DSH. The government proposed 
introduction of mental health support teams into all schools could aid in achieving this, as 
their aim is to increase access to support and reduce stigma around mental health difficulties 
(Department of Health and Social care & Department for Education, 2018). 
The importance of teacher knowledge and expertise in conveying this information was 
recognised as important. Although the government have introduced MHFA into schools, the 
current role out of this programme results in only one teacher per school being able to access 
this training (Department for Health and Social Care & Department for Education, 2017b).  
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This is unlikely to holistically increase confidence levels in supporting students who harm 
themselves. Therefore, schools may benefit from more focused and specialist training in 
DSH. A recent exploratory study, which offered an online training module about DSH, 
demonstrated significant increases in knowledge of DSH and confidence in supporting 
students who harm themselves (Price, 2019). This e-training could also assuage any fears 
teachers experience when discussing the topic or offering a whole-school approach to DSH. 
 
Limitations 
At the request of contacts within the schools, the study recruited using opportunity sampling 
to avoid students with a history of DSH. This sampling method is appropriate for qualitative 
research where it may be difficult to recruit due to the nature of the topic (Jupp, 2006). 
However, the researcher had no influence over which students were approached and asked if 
they wanted to volunteer in the study.  
One school did not report the demographics of their sample making it impossible to know 
whether it reflected students on the school roll or general adolescent population. Of the two 
schools which did provide this information, gender was approximately in line with both the 
school and general populations; however, other demographics of the sample were not. For 
example, the number of students who had English as an additional language was lower than 
the national average in both schools. Therefore, the heterogeneity within the sample should 
be considered when assessing whether the findings could be transferred to other populations. 
Nonetheless, this is to be expected given the function of qualitative research is to understand 
and draw meaning from the sample (Atieno, 2009). 
 The use of both retrospective and prospective perspectives could be another limitation of the 
study. Schools one and two had not received teaching on DSH whereas school three had. This 
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could have resulted in completely different definitions and constructs of DSH due to the 
participants having access to different sources of knowledge. However, despite the difference 
in perspectives they appeared to mirror each other regularly, for example, schools one and 
two suggested teaching should be tailored to age and school three commented that they were 
given more information as they moved up the school. 
 
Future research  
This study provides additional insight to student’s thoughts around a classroom-based 
intervention on DSH. Further research, which included offering a lesson following the 
content and structure as described by students in the study, would provide more information 
around contagion. Muehlenkamp et al. (2010) is the only study identified which has offered 
an intervention whilst specifically examining contagion. They did not note any indication of 
this, however as they did not include a follow up, future studies that measured contagion over 
the school year would contribute to the evidence.  
Given the demographics of the sample, replication of the study using a different student 
population would also be helpful in ascertaining whether young people share similar views. 
Klineberg et al. (2013) explored views of DSH from an English ethnically diverse urban 
sample of adolescents and they expressed opinions which were similar to students in this 
study. They also felt the topic of DSH was complex and personal and noted the isolation 
those who harm themselves may experience. Therefore, it would be interesting to explore 
their thoughts on the relevance and timeliness of teaching about DSH. 
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Conclusion 
This study has provided a greater understanding into student’s views on a classroom-based 
intervention which focuses on DSH and their perceptions of the consequences of any 
teaching. The themes derived from the analysis are in line with previous research (Talking 
Taboo, 2012; Berger et al., 2016) in that students were clear in their desire to learn about 
DSH. They provided further insight into the potential benefits of this teaching which includes 
prevention or reduction in rates of DSH and a more inclusive school culture. A minority 
reported similar fears to teachers (Evans et al., 2018) around contagion; however, their 
responses highlighted an uncertainty about the topic itself which may help explain the 
concern around exposure to an intervention. Students stressed the importance of creating a 
safe space for the teaching and having a structure which reflects the developmental level of a 
year group. Whilst being mindful of the small number, the responses support the need for 
further education into DSH with more research focusing specifically on short and long-term 
contagion effects. 
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Appendix A: Study recruitment email sent to schools 
 
 
 
 
Dear Safeguarding/Pastoral lead, 
 
Deliberate self-harm is increasingly becoming an unhelpful coping strategy that adolescents 
and young people are turning towards to manage their distress. Current research indicates that 
at least 1 in 10 adolescents will consider deliberately harming themselves at least once. Given 
the increased pressure on Child and Adolescent Mental Health Services (CAMHS), the 
government is looking to schools to provide interventions and support students to help them 
manage their distress earlier and in more helpful ways. 
 
In this context, it is a concern to read the findings of a recent large-scale survey undertaken in 
secondary schools, which indicated that teachers are reluctant to talk to students about self-
harm in case it increases the behaviour despite there being no evidence that this occurs. This 
appears to be preventing schools from implementing more global strategies. 
 
I am a Trainee Clinical Psychologist researching this area as part of my Doctoral research 
project and am looking to come into schools to talk with some students about what they 
would like from the teaching provided on self-harm and what they think the potential 
consequences of this teaching would be. 
The proposed study has received full ethical approval from the Faculty of Health and Medical 
Sciences at the University of Surrey 
 
If you would like to participate in the study or know more about it, I would be happy to 
come to the school to discuss the project in more detail and talk about what would be 
involved.  
 
Due to the time pressures of the study, it would be really helpful to have an expression of 
interest by the end of the Easter Holiday (13
th
 April). 
 
Kind Regards 
 
Sophie Webster    Supervised by Mary John 
Principal Investigator     Clinical Psychologist 
University of Surrey Head of Department of Psychological 
Interventions 
      University of Surrey 
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Appendix B: Information sheets for caregiver and student 
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Appendix C: Student and caregiver consent forms 
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Appendix D: Overview of Focus Group 
 
 
Introduction:  Introduce facilitator and moderator and explain their roles. Thank students for 
volunteering 
Purpose:  Explain purpose of focus group and aims of research i.e. to get an understanding 
of student perspective on current teaching of DSH 
Ethics:  
o Check have received a signed consent form from every participant 
o Explain participation if voluntary 
o Explain why an audio recorder is required 
Housekeeping: Discuss timings of the group and break in the middle if required 
Ground rules:  
o Discuss the importance of ensuring everyone gets the chance to speak and the need 
to ask every question and respecting everyone’s answers.  
o Request confidentiality is maintained but highlight it is not guaranteed especially if 
researcher has concerns for anyone’s safety 
o Request people not disclose their own experiences of self harm in the group  
Time for any questions  
Ice breaker exercise 
Topics to cover in the focus group: 
o Understanding of current teaching on deliberate self-harm for example – have you 
had any teaching on DSH? What parts of your teaching were helpful? 
o Understanding what changes students would make to any teaching, for example – 
who do you think should provide the teaching? 
o If students have not had teaching of DSH, understanding of if they would want any 
and what would they want it to ‘look’ like. For example, what would you like 
teaching in DSH to contain? 
o Explore potential consequences students think there could be from more direct 
teaching on deliberate self harm and the reasons for those responses, for example – 
do you think there could be any unintended consequences from what you have 
suggested? How do you think teaching would impact your thoughts or feelings 
around DSH?  
Ending: opportunity for any questions and quick refocus exercise to bring students back to 
the present 
Debriefing: Check in of all participants, signposting with information sheet and providing 
opportunity to speak 1:1 with researcher 
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Appendix E: Schools performance from most recent Ofsted report 
 
 
 
 
 
 
 
[Please note information has been removed for publication of E-thesis. Please contact the 
researcher for more information] 
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Appendix F: Signposting sheet 
 
Places to go to for help for you or someone you know 
 
 
  Your parent or carer 
 
 Your registered GP or favourite Doctor 
 
 Your tutor or favourite teacher 
 
 A member of the safeguarding team e.g. [Teacher’s name] or [name of 
school counsellor] 
 
 Charities: 
 
* Samaritans – www.samaritans.org or call for free on 116 123 
(open 24 hours every day) 
* Childline – www.childline.org.uk or call for free on 0800 1111 
(open 24 hours every day) 
 
 Safe websites: 
 
* www.selfharm.co.uk 
* www.youngminds.org.uk 
* https://www.mind.org.uk/information-support/types-of-mental-
health-problems/self-harm 
* www.harmless.org.uk 
* www.lifesigns.org.uk 
 
 
IF YOU ARE FEELING DISTRESSED DON’T KEEP IT TO YOURSELF 
TALK TO AN ADUT ABOUT HOW YOU ARE FEELING 
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Appendix G: Ethical Approval for Study 
 
Chair’s Action 
 
Proposal Ref:   
 
1359-PSY-18 
Name of 
Student/Trainee:  
 
SOPHIE WEBSTER 
Title of Project: Exploring student views of teaching on Deliberate 
Self-harm within Schools 
  
Supervisor: Mary John 
  
Date of submission: 
 
Date of confirmation 
email: 
6th February 2018 
 
 
22nd February 2018 
  
  
The above Research Project has been submitted to the Faculty of Health and Medical 
Sciences Ethics Committee and has received a favourable ethical opinion with minor 
conditions. Confirmation has been received that the conditions stipulated after ethical review 
have now been addressed and compliance with these conditions have been documented. 
 
The final list of revised documents reviewed by the Committee is as follows: 
 
Ethics Application Form 
Detailed Protocol for the project 
Participant Information sheet 
Consent Form 
Risk Assessment (If appropriate) 
Insurance Documentation (If appropriate) 
 
All documentation from this project should be retained by the student/trainee in case they 
are notified and asked to submit their dissertation for an audit. 
 
      
Signed and Dated: _22/02/2018________________ 
                                   Professor Bertram Opitz 
                               Co-Chair, Ethics Committee  
 
Please note: 
If there are any significant changes to your proposal which require further scrutiny, please contact the 
Faculty of Health and Medical Sciences Ethics Committee before proceeding with your Project. 
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Chair’s Action for Notification of Amendment  
 
Proposal Ref:   
 
1359-PSY-18 
Name of 
Student/Trainee:  
 
SOPHIE WEBSTER 
Title of Project: Exploring student views of teaching on Deliberate 
Self-harm within Schools 
  
Supervisors: Mary John 
  
Date of submission of 
original proposal: 
 
Date of FEO being 
granted: 
 
Date of submission of 
proposed amendment: 
 
Date of FEO for Amend: 
 
6th February 2018 
 
 
22nd February 2018 
 
 
01st May 2018 
 
3rd May 2018 
 
 
A Notification of Amendment for the above Research Project has been submitted to the 
Faculty of Health and Medical Sciences Ethics Committee and has received a favourable 
ethical opinion on the basis described in the protocol and supporting documentation. 
 
The final list of documents reviewed by the Committee may include: 
Notification of Amendment Form 
Detailed Protocol for the project 
 
All documentation from this project should be retained by the student/trainee in case they 
are notified and asked to submit their dissertation for an audit. 
 
   
 
Signed and Dated: _03/05/2018________________ 
                              Professor Bertram Opitz 
                                 Chair, Ethics Committee 
Please note: 
If there are any significant changes to your proposal which require further scrutiny, please contact the 
Faculty of Health and Medical Sciences Ethics Committee, before proceeding with your Project. 
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Appendix H: Potential safeguarding and ethical issues 
 
Risk Assessment for Study: Exploring student views of teaching on Deliberate Self-harm within schools 
Version: 1 Date: 12/12/2017 
Consideration 
Person at 
Risk 
Scale of 
Risk 
Existing Protocols/SOPs/risk assessments 
Additional 
Mechanisms (specific 
to the study) 
State the risk, e.g. 
.lone working, data 
storage, 
confidentiality …  
Participant 
and / or 
Researcher 
Low / 
Medium / 
High 
What is currently in place to mitigate this risk? 
Is there anything in 
addition to the existing 
protocols that can be done 
to mitigate this risk? 
Lone working 
Participant 
and 
Researcher 
Low 
- The principal investigator and moderator have a full, current DBS 
check 
- Neither the principle investigator or moderator will be working with 
children and young people by themselves. The groups will be run with 
a moderator and the principal investigator and it is expected they will 
be accompanied by a school staff member at all times.  
- If a participant wanted to talk to the principal investigator 1:1 then this 
would still take place in the presence of the moderator 
 
Deletion of data 
from electronic 
equipment 
Researcher 
and 
Participant  
Low 
- Two audio recorders will be used in the focus groups to capture all 
data and ensure that there is a backup copy if required. The data will be 
transferred from the recorders to a password protected memory stick 
which will be securely stored. 
 
Data storage 
Researcher 
and 
Participant 
Low 
- Data will be stored on secures USB sticks until the research is 
complete. The data will transcribed with all the participants 
anonymised during the project for data analysis purposes. When the 
project is complete, the audio files will be deleted leaving only an 
anonymised word document to be stored securely.  
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Risk Assessment for Study: Exploring student views of teaching on Deliberate Self-harm within schools 
Version: 1 Date: 12/12/2017 
Consideration 
Person at 
Risk 
Scale of 
Risk 
Existing Protocols/SOPs/risk assessments 
Additional 
Mechanisms (specific 
to the study) 
Anonymity at all 
stages of data 
collection 
Participant Medium 
- It will not be possible to maintain anonymity on the audio recordings 
as students may refer to each other by name. However, all data will be 
anonymised during transcription and write up of the research 
- During the 
introduction of the 
focus groups ask 
students to try and 
avoid referring to 
each other by name 
Misrepresentation 
of 
views/experience 
Participant Low 
- The researcher will keep a reflexive diary during the research to ensure 
that they remain aware of their own potential biases and the impact that 
might have on data collection and analysis to ensure all participant 
views are represented. Data analysis processes with be undertaken to 
check for the credibility of the findings. 
 
Maintenance of 
confidentiality  
Participant Medium 
- The researcher will aim to have a contact within each school who can 
liaise with parents and students to maintain confidentiality of contact 
details.  
- Consent forms and any other data with identifiable information will be 
kept in a secure drawer to maintain confidentiality.  
- If transcription services are required, they will be asked to complete a 
confidentiality form.  
- It is not possible to maintain confidentiality of all participants within 
the school as although confidentiality of what is discussed in the group 
will be requested, participants may talk to their peers about the content. 
The focus of the discussion is views on teaching and is in line with 
typical classroom discussions. 
 
Increased distress Participant Low 
- Time will be taken at the end of each focus group to bring participants’ 
attention back to the present and a debrief sheet will be provided with 
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Risk Assessment for Study: Exploring student views of teaching on Deliberate Self-harm within schools 
Version: 1 Date: 12/12/2017 
Consideration 
Person at 
Risk 
Scale of 
Risk 
Existing Protocols/SOPs/risk assessments 
Additional 
Mechanisms (specific 
to the study) 
following the 
focus group  
information on how to manage distress and will contain signposting 
options. 
- There will also be the opportunity for participants to talk to the 
principal investigator on a one to one basis if required where further 
sign posting will be offered. If concerns are of a level that suggest self- 
harm the Safeguarding lead for the School will be informed. 
Disclosure of 
deliberate self-
harm 
Participant Medium 
- At the beginning of every focus group, the principal investigator will 
highlight the importance of avoiding personal disclosure, due to it not 
being possible to ensure confidentiality within the school.  
- However, if at any point a participant discloses that they are harming 
themselves then the schools safeguarding policy will be followed and 
the safeguarding lead of the school contacted.  
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Appendix I: Example of transcripts and initial codings 
 
School one group one transcript 
 
Addictive 
 
Why people do it 
 
adrenaline may give it to 
you 
 
How to deal with it 
 
 
 
 
Impact on families 
 
What to do if you know 
someone who does it 
 
 
 
How people might hide 
scars 
 
 
 
 
 
Something else you can 
do instead 
20. Female Participant: How it's meant to be addictive. 
21. Female Participant: Why people do it. 
22. Male Participant: Something to do with the adrenaline 
23.  it may give you. 
24. Female Participant: How to deal with it. 
25. Moderator 1: How to deal with it, brilliant. 
26. Female Participant: Impact on families. 
27. Male Participant: What to do if you know someone who does  
28. it. 
29. Male Participant: Can I have some more water, please? 
30. Moderator 1: Of course you can. 
31. Male Participant: How people might actually hide scars. 
32. Moderator 1: What would you like it to include? 
33. Male Participant: The things we just mentioned. 
34. Moderator 1: You want it to include everything.. 
35. Male Participant: Maybe something else that you can do  
Reasons why people DSH 
 
Reasons why people DSH 
 
Reasons why people DSH 
 
 
Building own knowledge 
 
 
 
Impact of DSH 
 
Wanting to help others 
 
 
 
 
 
Hidden signs 
 
 
 
 
 
 
 
Alternatives to DSH/Coping 
strategies 
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Some people are going 
through it now 
Might not know what else 
to do instead of self-harm 
 
 
 
 
 
 
 
People being kind and 
helpful 
Supportive 
 
Not making fun of them 
Support them 
 
 
 
 
Science teacher 
 
 
 
Teacher could actually 
help out 
 
 
Science teacher 
Teacher who everyone 
likes and can be open 
with 
 
36. instead of it because some people are going through it right now  
37. and they might not know what else to do instead of self-harm. 
38. Moderator 1: Pointing people into different ways of managing,  
39. different coping strategies and things. Anything else? What do  
40. you think would be the most helpful aspects of any teaching on 
41.  self-harm? 
42. Male Participant: People being kind and helpful. 
43. Female Participant: and supportive 
44. Female Participant: Not making fun of them for it, just support  
45. them. 
46. Moderator 1: Do you know who's going to teach you about it? 
47. Participants: No. 
48. Female Participant: I'd like if it was a science teacher or Ms.  
49. A. 
50. Female Participant: This teacher could actually help out to say  
51. what could happen. 
52. Male Participant: I think maybe a combination of a science  
53. teacher and a teacher who everybody likes and can be open 
54. with. 
Awareness of people DSH 
 
Impact of lack of knowledge 
 
 
 
 
 
 
 
 
Supporting peers 
 
Supporting peers 
 
Bullying 
Supporting peers  
 
 
 
 
Importance of perceived 
expertise 
 
 
Importance of perceived 
expertise 
 
 
Importance of perceived 
expertise 
Importance of trust 
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Teach you the technical 
aspects 
Someone you feel 
comfortable and open 
with 
 
 
 
 
 
 
 
Someone who has gone 
through self-harm 
How it messes up your 
life sometimes 
 
 
 
Someone that knows 
someone has done it. 
They know what it feels 
like 
Someone who has done it 
knows a bit more 
 
 
55. Moderator 1: Ms. A? 
56. Female Participant: Yes. 
57. Male Participant: Like Mr. B. 
58. Female Participant: Ms. A and Mr. B. 
59. Moderator 1: Someone who can teach you the technical  
60. aspects, but somebody who you feel comfortable and open 
61.  with. 
62. Participants: Yes. 
63. Male Participant: Yes, both those teachers. 
64. Moderator 1: Does it have to be a teacher? Would there be  
65. anybody else you think would be good? 
66. Male Participant: Maybe someone that has gone through self- 
67. harm, that has done it to talk about how it messes up your life 
68.  sometimes. 
69. Female Participant: Or not necessarily someone who has  
70. done it but someone that knows someone who has done it, so 
71.  they know what it feels like. 
72. Male Participant: Yes, but someone who has done it knows a  
73. bit more than someone who knew someone that has done it. 
 
 
 
 
 
 
Importance of perceived 
expertise 
Importance of trust 
 
 
 
 
 
 
 
 
 
 
Prior Experience 
 
Impact of DSH 
 
 
 
 
Prior Experience 
Ability to be understanding/ 
Empathetic 
 
Prior Experience 
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Somebody who’s thought 
about doing it but hasn’t  
 
 
 
 
 
 
 
 
Like a therapy 
Like a psychiatrist 
 
 
 
 
 
 
 
 
You don’t have to see 
them every day 
You don’t have to see 
someone who knows 
something about you 
74. Moderator 1: Okay, but I guess the impact on family as well. 
75. Male Participant: Maybe somebody who's thought about  
76. doing it but hasn't. 
77. Moderator 1: Any sort of any particular professionals or people  
78. outside? Would it be okay a teacher talking to you about it or  
79. would you want anybody different? 
80. Male Participant: A bit like, I don't know what to call it, but is it  
81. like a therapy? Like a psychiatrist. 
82. Moderator 1: Yes. 
83. Male Participant: That would actually be quite good. 
84. Female Participant: Yes, definitely. 
85. Moderator 1: Why would be they better than a teacher or  
86. different to a teacher? 
87. Male Participant: Because you don't have to see them every  
88. day here in the school hall and you don't have to know that 
89.  someone else that knows you already knows something that  
 
 
Prior Experience 
 
 
 
 
 
 
 
 
Importance of perceived 
expertise 
Importance of perceived 
expertise 
 
 
 
 
 
 
 
 
Containment 
 
 
Confidentiality 
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School three group three transcript 
 
 
Tell us how to notice so 
that you can help 
Quicker before it’s too 
late 
 
 
 
 
Talked about the late 
signs where it was quite 
obvious 
Didn’t really talk about 
the early stages 
 
 
 
 
 
 
Even if we have already 
been taught certain 
things, it would still be 
better because it would 
help you understand 
 
If it’s a yearly think, it will 
always be with you 
224. Female Participant 2: I think they'd make it easier  
225. and tell us how to notice so that you can help, maybe  
226. quicker before it's too late. 
227. Moderator: To spot the signs? 
228. Female Participant 2: Yes. 
229. Male Participant: Yes, because they really only  
230. talked about the late signs where it was quite  
231. obvious. They didn't really talk about like the early  
232. stages. 
233. Moderator: What else would people want it to  
234. contain? Would you want it to cover things that you've  
235. already talked about? 
236. Female Participant 1: I think so because even if we  
237. might have already got taught about the certain  
238. things, it would still be better because it would help  
239. you understand. Like say if it's a yearly thing, it will  
240. always be with you. If you get it every year, when you  
 
 
Wanting to help others 
 
Hidden signs 
 
 
 
 
 
 
Hidden signs 
 
 
Hidden signs 
 
 
 
 
 
 
Ability to be understanding/ 
empathetic 
 
 
 
 
Timing 
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When you get older, you 
might understand it more 
 
It’ll always stay in the 
back of your hear so you 
can always recognise 
stuff 
 
 
 
 
 
 
 
How to help people  
 
For example, if they said 
to you ‘Don’t tell my 
parents, because I don’t 
want them knowing’. 
Whether you should or 
not because it might be 
the right thing to do but 
friends aren’t going to 
trust you. What to do in 
these situations. 
 
 
 
 
 
 
 
 
241. get older, you might understand it more and more  
242. from when you were younger. Then it'll always stay  
243. in the back of your heads so that you can always  
244. recognise stuff. 
245. Moderator: If we were all here today to design next  
246. year's teaching on self-harm, apart-- We'd say it  
247. might include stuff on what the early warning signs of  
248. somebody would be, what else would it include? 
249. Female Participant 2: How to help people, more  
250. detailed. For example, if they said to you, "Don't tell  
251. my parents, because I don't want them knowing."  
252. Whether you should or not, because maybe it's the  
253. right thing to do, but your friends aren't going to trust  
254. you even though you did something good. What to do  
255. in these situations. 
256. Moderator: How to solve some of the problems that  
257. might come up if somebody-- go through different  
258. scenarios of what a friend might say to you and how  
259. to respond to that. 
Influences on timing 
 
 
 
Building own knowledge 
 
 
 
 
 
 
 
 
 
 
 
Wanting to help others 
 
 
 
 
Building own knowledge 
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Make it more detailed 
Make it easy to 
understand  
 
 
 
 
 
 
 
Early warning signs 
Whether you should tell 
your parents 
 
 
 
 
 
 
 
 
 
 
Different types of self-
harm 
 
How self-harm isn’t just 
one thing. It can be 
different things 
 
 
 
 
 
260. Female Participant 3: You could make it more  
261. detailed, but also make it easy to understand so it's  
262. not like—yeah 
263. Moderator: What sort of details do you think you'd  
264. like more of? 
265. Female Participant 3: Like they were saying, more  
266. early warning signs and whether you should tell your  
267. parents and all that. 
268. Moderator: Just make it really clear when and who  
269. to go to for help and early warning signs. Anything  
270. else that you would-- You said it would be good to  
271. talk about stuff you've already covered, what would  
272. that be? 
273. Male Participant: The different types of self-harm.  
274. Some with cutting, some people will- just punching  
275. themselves. How self-harm isn't just one thing, it can  
276. be different things. 
277. Moderator: Covering again what self-harm actually  
278. is? 
Building own knowledge 
 
Lesson structure 
 
 
 
 
 
 
 
Hidden signs 
 
Exposed 
 
 
 
 
 
 
 
 
 
 
What is DSH 
 
 
What is DSH 
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Better if the tutors teach 
you 
Tutors are probably 
about the same, but you 
know them better than 
you do your other 
classes 
It’s more personal 
 
If you wanted to, say 
something to your tutor 
its better than having to 
say it in another class 
Know the tutor more 
because you’ll see them 
more 
279. Male Participant: Yes. 
280. Moderator: Anything else? I'm getting you all to think  
281. really hard just after break. Who would you want to  
282. teach you? 
283. Female Participant 2: I think it's better if the tutors  
284. teach you because the tutors are like probably about  
285. the same, but you know them better than you do your  
286. other classes. Even though they're kind of the same,  
287. but you know what I mean. It's more personal. If you  
288. wanted to, I don't know, say something to your tutor,  
289. it's better than having to say it in another class. You  
290. know the tutor more because you'll see them more  
291. than you would teachers. 
 
 
 
 
 
 
 
Setting of teaching 
 
Importance of relationships 
 
 
 
 
 
Importance of relationships 
 
Importance of relationships 
 
Importance of relationships 
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Appendix J: Emerging Thematic Map 
 
First draft of thematic map: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Communication 
Knowledge and 
Understanding 
Different to other 
topics 
‘No one’s there’ 
Safe Space 
Emotionally 
Ready 
Role of the 
teacher  
Transparency 
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Second draft of thematic map: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
There is a good 
way to learn 
about DSH 
Transparency 
Teacher know 
how 
Being ready 
Safe space 
Knowledge is 
dangerous? 
‘Knowing’ Communication 
‘No one’s 
there’ 
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Final thematic map: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Key 
 
 = Main theme 
 
 = Subtheme 
 
 = Inferred student connection between themes 
 
 = Link between theme and subtheme 
 
 
Should we 
talk openly 
about DSH?  How to talk 
openly about 
DSH 
Interpersonal 
connection 
Isolation 
Knowledge is 
dangerous? 
Desire for 
knowledge 
Teacher know 
how 
Being ready 
Safe space 
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Table of final themes, subthemes and codes 
Theme Subtheme Codes 
Should we talk openly about DSH Knowledge could be dangerous  Making things worse 
  Teaching did not have a negative impact 
  Teaching could precipitate behaviour 
  Teaching would increase thoughts of DSH 
  Teaching worked/was helpful 
  Not knowing would be positive 
  Sensitivity to methods of DSH in teaching 
 Desire for Knowledge Building own knowledge 
  Reasons why people DSH 
  Alternatives to DSH/Coping strategies 
  Know how to help yourself 
  Knowledge of how to help/who to go to 
  What is DSH 
  Impact of DSH 
  Hidden signs 
  Increased understanding 
  Stopping DSH 
  Learn how to get help 
 Interpersonal connection Ability to be understanding/empathetic 
  Using the right language 
  Impact of lack of knowledge 
  Wanting to help others 
  Supporting peers  
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  Increases awareness 
  Exposed 
  Sense of community 
  Education changing peoples' responses 
 Isolation Hidden 
  Shame/Stigma 
  Perceptions of DSH as a teaching topic 
  Comparison with other topics 
  Teachers don’t want to talk about it 
  Isolation 
How to talk openly about DSH Being ready Influences on timing 
  Maturity 
  Timing 
  Choosing to do the teaching 
  Individual difference 
  Individual differences in support 
  Individual's own difficulties 
  School stressors 
  Others not taking it seriously 
 Teacher know how Attributes of teacher to facilitate learning 
  Importance of perceived expertise 
  Prior experience 
  Importance of relationships 
  Importance of trust 
  Lack of teacher training 
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  Teacher personal characteristics/ positive attributes 
 Safe Space Confidentiality 
  Containment 
  Space to be heard 
  Respect 
  Lack of confidentiality 
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Appendix K: Yardley’s (2000) principles 
 
Sensitivity to context: this was developed by immersion into the literature around DSH with 
adolescents including the evidence around contagion, both peer to peer and through 
interventions. This allowed the researcher to gain a current understanding of the theory 
around the topic. In order to understand the socio-cultural setting Ofsted reports and current 
government green papers around children’s mental health were examined to provide insight 
to the language and context of aspects such as DSH.  
Commitment and rigor: these were achieved in analysis by full familiarisation of the data and 
checking and rechecking codes and emerging themes. These were discussed and checked in 
regular supervision with the research supervisor.  
Transparency and coherence: these were maintained through detailing every aspect of data 
collection when reporting the procedure of the study. Extracts of data will be included in the 
findings of the data and extracts of transcripts, coding and emerging themes will be included 
to ensure the process of analysis is clear. During the analysis codes and emerging themes 
were shared and checked with a qualitative research peer supervision group. Any differences 
were discussed to help the researcher to recognise any assumptions that might impact on the 
process.  
Impact and importance of the study: This was addressed in the introduction and will be 
examined further in the discussion section of the paper. 
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Appendix L: Reflective Summary 
 
 
 
To create distance between the researcher’s assumptions and beliefs and collecting and 
analysing the data, a reflexive journal was kept. This aimed to minimise the impact the 
researcher had on the research process. The summary below highlights key themes from the 
journal. 
 
 
 
 
 
 
 
 
[Please note information has been removed for E thesis publication] 
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Appendix M: Additional inferences and quotes from focus groups 
 
Theme one – Should we talk openly about DSH? 
Knowledge is dangerous  
Generate curiosity: 
‘If they don’t know much about it and if you talk about it, then it can cause them to do 
it because they want to see what it’s like.’ (Male participant, school two, focus group 
four, lines 21-23) 
Sensitivity to methods: 
‘I think don't need that much detail because, with the drug stuff [PSHE lessons on 
drugs], you don't go into detail about what drugs people take-- well you do but not 
how to take them and that sort of stuff. I think that's not needed, it's just to tell you 
what could happen.’ (Male participant, school two, group two, lines 260-264) 
Teaching did not have a negative impact: 
‘I don’t see any negatives from it because you understand it and there’s no negative 
to understanding what something is or trying to help someone.’ (Female participant, 
school three, group one, lines 479-482) 
 
Desire for knowledge 
Protect selves from DSH in the future: 
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‘The people who don't could still-- In the future, when they're an adult or something, 
could still get it and they'll be like, "Oh, I know about this and I know all these 
things." (Male participant, school one, group four, lines 594-597) 
Understand the impact of DSH: 
‘They could cut so deep into their veins, they could quite potentially die.’ (Female 
participant, school three, group two, lines 417-421) 
Knowledge of coping strategies:  
‘People would know better solutions other than doing this and they would just be 
safer instead of hurting themselves, it would be better for them.’ (Female participant, 
School one, group two, lines 197-199) 
As mentioned, students were aware that DSH exists but lacked clarity on how best to help 
themselves and others.  They felt most young people had already been exposed to the concept 
of DSH through peers, social media or television and so further clarity on the subject would 
not be a negative. They also demonstrated an awareness that the information online or from 
their peers may not be accurate. Therefore, if they had teaching to provide the ‘correct’ 
knowledge then this would help to protect against the false information: 
Male Participant: ‘It's quite a deep subject and a lot of people suffer from or do it.’ 
Female Participant: ‘Some people might be upset because most people know someone 
probably.’ (school two, group one, lines 27-30) 
‘If you didn’t talk about it, people still see it on TV shows and stuff, then they’d get the 
wrong idea.’ (Female participant, school two, group two, lines 331-333) 
‘If you are uneducated about it, you don't know what to look out for and you don't 
know what’s really happening so definitely the teaching has helped to identify and 
help situations.’ (Male participant, school three, group one, lines 335-339) 
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Wanting to know what to do in difficult situations including whether or not to break a 
friend’s trust:  
‘How to help people, more detailed. For example, if they said to you ‘Don’t tell my 
parents, because I don’t want them knowing’. Whether you should or not because it 
might be the right thing to do but friends aren’t going to trust you. What to do in these 
situations.’ (Female participant, school three, group three, lines 249-255) 
 
Interpersonal connection 
Importance of understanding some of the reasons why people DSH would aid empathetic 
communication: 
‘You could understand what's going on, why they're starting to do it.’ (Male 
participant, school one, group two, lines 262-263) 
 ‘You need to understand how they would feel in that position to help them get out of 
that situation.’ (Female participant, school three, group three, lines 158-160) 
‘Feel more confident in knowing how to talk about it.’ (Female participant, school 
two, group one, lines 260-261) 
Importance of helping others: 
Male Participant 1: ‘Know how to help people.’  Male Participant 2: ‘Getting to 
know how to help people is the main thing here.’ (School one, group three, lines 267-
269) 
‘Make people more aware of what's happening. If they notice that something's wrong, 
make sure you're asking them if they're okay before they start trying to hurt 
themselves.’ (Female Participant, school one, group one, lines 284-287) 
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Isolation 
Sense of isolation: 
‘Unless you get someone that will actually listen to you, you feel like no one is there 
for you.’ (Female participant, school three, group two, lines 550-552) 
Personal nature of DSH makes it difficult to talk about. 
Male Participant: ‘Probably going to be a lot harder to teach it because it’s probably 
different for each person. If you’ve done it it’s different for each person.’ Male 
Participant 2: ‘Something more personal.’ (School two, group two, lines 75-78) 
Topic of DSH is awkward and teachers don’t want to talk about it: 
Male participant 1: ‘People never talk about anything as deep so when it does come 
up, people who don’t really think about it. They straight away think its awkward 
probably.’ Male Participant 2: ‘It's not a very happy subject. It's a sad subject to talk 
about so it gets quite awkward because it is. I think teachers don't want like talk about 
it in the class, so they’ll feel sad and depressed from learning about it (School one, 
group four, lines 48-56) 
Changing perceptions of DSH would reduce stigma: 
‘Might be less judgmental if they know about it and they wouldn’t find it weird.’ 
(Female participant, school two, group one, lines 255-256) 
 
Theme two: How to talk openly about DSH 
Being ready 
Timing of teaching based on maturity level: 
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‘Slowly become more mature and respect it more and more. The more lessons you 
have, the more respect there are.’ (Male Participant, school three, group one, lines 
292-294). 
‘Not year seven because they're new and then they wouldn't know how to take it. So 
it’s like, eight, and nines, they're perfect for it.’ (Female participant, school two, 
group four, lines 140-142) 
‘Not like now. I think we should discuss it as we're older and more mature and we 
know how serious it is, like properly.’ (Male participant, school one, group two, lines 
80-82) 
Tailoring teaching: 
Female Participant: I feel like the younger years, you need awareness, but the older 
years then it's more likely to affect you, you need more help essentially and more 
prevention rather than just letting people know the risks of it.’ Male Participant 1: On 
the other hand as well, I suppose when you get through the older years, you've grown 
up, a bit more mature and so you understand, I suppose if it is necessary to do it or if 
you- it's for attention- you've seen it already, if that makes sense, so you can tell 
whether it's true.’ (school one, group four, lines 309-319) 
‘They give us a lot more information the older we get. They feel that we're more 
responsible like we grow up.’ […] ‘As it got taught more in PSHE and as you get 
older, your understanding develops a bit more.’ (Male participant, school three, 
group one, lines 33-35 & 94-96) 
Offering choice around teaching: 
‘Ask the student to choose if they want to do it or not. [….] I think it should be the age 
that you feel most comfortable with. If you're not comfortable at this age, but maybe a 
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few years later you do feel comfortable.’ (Male participant, school one, group one, 
lines 150-154) 
‘I think people should be able to choose, like younger people should be able to choose 
if they want to learn about it.’ (Female participant, school two, group one, lines 135-
137) 
 
Teacher know how  
Teacher avoidance of the topic: 
Female Participant 1: ‘Yes, and I don’t think teachers want to teach it to kids.’ 
Female Participant 2: ‘They don't know how to.’ Female Participant 1: ‘Yes, how to 
put it across.’ (School one, group three, lines 25-28)  
[School three] The only occasion where it was felt that DSH was missed in tutor time when it 
was supposed to occur was if there was a cover teacher for that lesson. They seemed to feel 
that a cover teacher may find it harder to teach topic which are perceived to be more sensitive 
as they don’t know the class and may not know how they will react: 
Moderator: ‘Okay. Sometimes you might not get the tutor times that you're supposed 
to get.’ […] Male Participant: ‘Especially if you have a cover teacher that would just 
come in. You have a cover teacher, sometimes they don't do it [teaching] because it's 
quite hard for them.’ (School three, group one, lines 240-248) 
Teacher expertise:  
‘Tell them [teachers] how to deal with teaching them [students] something that 
upsetting so they know how to- If someone asks a question that it is a bit too in-depth, 
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they [teachers] know how to deal with it.’ (Male participant, school two, group four, 
lines 210-213) 
 
Safe space: 
Setting boundaries around personal disclosure: 
‘I don’t think that they should be asking people if they do [DSH]. I just think if people 
want to say if they do, then they should go and tell someone.’ (Female participant, 
school two, group three, lines 125-127) 
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Abstract 
Background: Despite increases in incidents of deliberate self-harm (DSH) amongst 
adolescents in the United Kingdom (UK), teachers appear to be concerned about addressing 
this directly due to a fear of making the situation worse through contagion (Evans et al., 
2018). This review aims to consider whether there is any evidence of social contagion 
resulting from a group intervention which aims to reduce deliberate self-harm responses in 
adolescent samples. More specifically, does exposure to an intervention increase the 
incidence of self-harm.  
Method: A computer-based search of the literature was conducted over seven databases. 
Inclusion criteria focused on group-based interventions targeting and measuring DSH using 
adolescent populations. Studies which were not written in English or those which were 
conducted in non-western countries were excluded. 
Results: 411 articles were identified and were published between 1975 and 2018. Seven of 
these met all of the inclusion criteria. Although the measures, analysis and interventions used 
in these papers varied widely, none of the papers reported any increase in rates of DSH.  
Conclusions: The results indicated there was no evidence of an association between social 
contagion and exposure to an intervention targeting DSH. Due to the lack of research 
conducted amongst the mainstream adolescent population in the UK, further investigation is 
required with any intervention for DSH specifically measuring social contagion. 
 
Key words >>>> Deliberate, self-harm, adolescents, social contagion, help seeking, 
intervention, secondary schools  
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Introduction 
The mental health of young people (aged 12-18) is becoming an increasing concern to 
parents, schools, Children and Adolescent Mental Health Services (CAMHS) and the 
government (Department of Health, 2015). Current prevalence of common mental health 
disorders such as anxiety and depression are estimated to be around 20%, with three times as 
many girls as boys reporting symptoms (Baker, 2017). Many children and adolescents 
struggle with these emotions and, throughout their childhood, have tried to manage their 
distress. These behaviours have included avoiding school, deliberate self-harm (DSH), 
hostility or irritability, striving for control through perfectionism or eating too much/too little, 
and reliance on drugs and/or alcohol (American Psychological Association, 2002). A recent 
survey of 14-year olds shows some of these behaviours have begun to decrease, including 
school avoidance (with rates dropping from 23% in 2005 to 13% in 2014) and 
alcohol/substance misuse (with at least a 10% decline between 2005 and 2014; Lessof, Ross, 
Brind, Bell & Newton, 2016). However, other behaviours, such as DSH, appear to be 
increasing with a particularly dramatic rise amongst girls where estimated rates increased by 
68% between 2011 and 2014 (Morgan et al., 2017). 
 
Self-harm  
Within existing research there is inconsistency in the definition of self-harm with different 
countries adopting different terms. This literature review has operationalised the terms which 
are adopted within the UK, the rest of Europe and Australia. It will refer to deliberate self-
harm as opposed to non-suicidal self-injury (NNSI; Hawton, Harriss, & Rodham, 2009; 
Fortune, Sinclair, & Hawton, 2008; Evans et al., 2018). The term deliberate self-harm aims to 
include all acts of intentional, but non-fatal, self-injury, for example, cutting or burning, and 
self-poisoning including overdosing. The difference between this and the term NNSI is that 
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DSH encompasses all of these behaviours, regardless of any intention to end life (Hawton et 
al., 2009). 
Many western countries are reporting increases in DSH amongst teenagers and young adults 
(Morgan et al., 2017, Skegg, 2005). A recent meta-analysis indicated rates of DSH varied 
from 7.5-46.5% amongst adolescents with slightly higher incidences amongst females 
compared to males (Cipriano, Cella & Cotrufo, 2017). Although Cipriano et al. (2017) did 
not explore this variability in prevalence in-depth, they commented on how studies measured 
the presence of DSH and how the differences between these could influence reported 
prevalence levels. The estimated prevalence also appears to vary across cultures and 
communities (Madge et al., 2008; Morgan et al., 2017). For example, Madge et al. (2008) 
reported rates of DSH in female adolescents in Australia as being 11.8% compared with those 
in the Netherlands as 3.6%. Morgan et al. (2017) also noted it is difficult to gather a more 
accurate figure on incidence of DSH, as the majority of young people who self-harm do not 
present to services.  
The risk factors that could contribute to self-harm have been well researched and previous 
studies have shown relative agreement regarding what these are. The main risks identified 
include gender, bullying, substance abuse, sexual orientation, hopelessness or low belief in 
life possibilities, familial discord, psychiatric illness, ethnicity and exposure to self-harm by a 
friend or family member (Hawton, Saunders & O’Connor, 2012; Skegg, 2005; Alfonso & 
Kaur, 2012; Al-Sharifi, Krynicki & Upthegrove, 2015). Social economic status (SES) is a 
more contentious risk factor. Some researchers have found those from a lower SES 
background are more likely to have higher levels of DSH due to their increased exposure to 
life stressors (Hawton et al., 2012). However, there is also evidence to suggest the pressure to 
achieve, that adolescents from more affluent backgrounds face (for example, through more 
assertive, aspirational parenting), can create additional anxiety and low mood and so make 
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them more vulnerable to DSH (Schiffrin et al., 2013; Wood & Craigen, 2011). Other studies 
have shown there is little difference in levels of DSH and that it is present across all SES 
backgrounds (Law & Shek, 2016). 
 
Social contagion 
Interpersonal connection to self-harm and its consequences is referred to in the literature as 
social contagion (Hawton et al., 2012; Skegg, 2005). Social contagion involves the 
transmission of behavioural patterns, attitudes and ideas within a group through conformity 
and imitation (Colman, 2009). Studies have highlighted the existence of social contagion and 
its relationship with various behaviours through experimental design and self-report 
measures. For example, in the United States, Sloan, Berman, Zeigler-Hill, Greer, and Mae 
(2006) conducted an experiment asking participants to give themselves different levels of 
electric shocks. The results indicated when self-aggression is established as a perceived group 
norm, those within the group are more likely to show higher levels of self-aggression by 
giving themselves higher levels of electric shocks. A study by Doyle, Treacy and Sheridan 
(2015) in schools in Ireland, also found adolescents whose peers were engaging in DSH were 
3.5 times more likely to report engaging in this themselves. 
You, Lin, Fu, & Leung (2013) provide an explanation for both peer to peer social contagion 
and the behaviours described above. They consider that both peer selection and peer 
socialisation influence young people’s behaviour. In relation to the former, the choice of 
friends is organised to increase the individual’s sense of belongingness and creating shared 
experiences adds to this.  When considering DSH, those who undertake this behaviour may 
seek out others in an attempt to normalise it (Doyle et al., 2015). The explanation associated 
with peer socialisation draws on social learning theory as it focusses upon how individuals 
learn by observing and modelling the behaviours of the people who are important to them 
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(Bandura, 1986). To this end, observing a close friend intentionally harming themselves 
could increase the likelihood of imitating the behaviour, particularly if the friend appears to 
model it as an effective coping strategy (You et al., 2013; Nock, 2008). There is evidence to 
support these explanations, such as, the overlap between the method used (e.g. cutting) within 
friendship groups and the greater sense of affiliation reported between peers who all harm 
themselves (Heath, Ross, Toste, Charlebois, & Nedecheva, 2009; Prinstein et al., 2010). 
However, there is very limited evidence which separates the two explanations and their 
potential impact on DSH (Doyle et al., 2015). 
Although there is agreement amongst researchers of evidence of a relationship between peer 
to peer social contagion and DSH, they have recognised it is a challenge to discern the extent 
to which contagion impacts on DSH owing to a range of confounding variables (You et al., 
2013; Doyle et al., 2015).  Many of the risk factors found to increase incidents of DSH (e.g. 
substance misuse, psychiatric illness) could also increase susceptibility to social contagion 
making it difficult to confidently isolate the two (Jarvi, Jackson, Swenson, & Crawford, 
2013). However, when these variables/risk factors have been controlled for, peer to peer 
social contagion appears to have a separate relationship with DSH and the presence of social 
contagion can increase the likelihood of an adolescent harming themselves (Prinstein et al., 
2010). 
 
Help seeking 
Adolescents who are harming themselves seem to prefer to seek help and confide in their 
peers. One study indicated up to 45% of young people will talk to a peer or friend about self-
harm to obtain their viewpoint or to ask them for help (Talking Taboo, 2012).  Consequently 
friends can become the primary source of support or information instead of parents, primary 
care professionals or teachers (Fortune et al., 2008).  Therefore, if adolescents are looking to 
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their friends for help, it is likely that they are increasing social contagion by exposing their 
peers to their DSH (Doyle et al., 2015). It could be argued that seeking help or advice in this 
way is understandable from a developmental perspective. However, evidence suggests 
adolescents turn to their peers in part because of a fear of being stigmatised by adults 
(Fortune et al., 2008). The lack of clear and consistent information around the topic from 
schools or health services can also make it difficult for young people to know who else to 
approach for help or know what alternative strategies for managing distress are available 
(Talking Taboo, 2012; Fortune et al., 2008).  
The increase in the use of social media and the forming of online relationships has also 
influenced adolescents with young people appearing to use these methods to seek help, 
particularly if their familial relationships are not positive (Rickwood, Mazzer & Telford, 
2015). Although there is appropriate information online, many sites on the dark web or self-
harm forums may offer inaccurate advice and could normalise or encourage the behaviour 
(Daine et al., 2013). More mainstream social media sites such as Instagram and Facebook 
have also been criticised by families for ‘promoting’ DSH and suicide, leading to a statement 
from both to commit to removing images linked to self-harm and suicide (Mosseri, 2019; 
Davis, 2019). 
Despite adolescents appearing to seek help from their peers and online, when asked for their 
views on getting support, many would like to be able to access help from their school and 
considered this as a source of potential support (Fortune, Sinclair, & Hawton, 2007). As DSH 
is believed to peak in teenage years, one could easily draw the conclusion that schools are in 
an ideal position to offer support for DSH and reduce some of the barriers to help seeking 
(Skegg, 2005). Schools would be able to focus interventions on the whole population rather 
than ‘high-risk’ adolescents and could teach adolescents valuable skills in supporting their 
friends (Hargus, Hawton, & Rodham, 2009; Fortune et al., 2008). 
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Interventions 
Due to the current pressure on CAMHS services, the government is also looking to schools to 
provide interventions to help students with their mental health difficulties and relieve some of 
the stress on clinical services (YoungMinds, 2017).  
Evans et al. (2018) conducted an in-depth study looking at the provision of interventions 
currently offered by secondary schools in south west England and Wales, which focus on 
DSH. The results of the study showed many schools offer two types of intervention. One is 
offered to all students in the form of a prevention programme. This is conducted in the 
classroom and focuses on positive wellbeing and mental health. The second intervention is 
focussed upon the individual pupil who is harming themselves. When staff become aware of 
the DSH, the management approach is to seek referral to school counsellors and external 
agencies such as CAMHS (Vostanis, Humphrey, Fitzgerald, Deighton & Wolpert, 2012; 
Evans et al., 2018). The process of providing these interventions could result in the topic 
being ‘hidden away’ (Alfonso & Kaur, 2012). This in turn could help explain why 
adolescents are turning to online resources for information and support. 
In recognition of this, the Government announced an initiative known as Mental Health First 
Aid (MHFA). It aims to train teachers in recognising some of the symptoms of depression 
and anxiety, including behavioural manifestations, such as DSH and suicidal ideation 
(Whittaker, 2017). A recent report examining the initial impact of this initiative found staff 
were reporting an increase in confidence and understanding when working with adolescent 
mental health. They also reported changes in the school culture, with a greater awareness of 
mental health difficulties (Roberts-Holmes, Mayer, Jones & Lee, 2018). This is in line with 
the results of a meta-analysis looking into the effectiveness of the MHFA intervention which 
reported Glass's delta effect sizes ranging from 0.25 to 0.56 in increasing knowledge and 
confidence (Hadlaczky, Hökby, Mkrtchian, Carli & Wasserman, 2014). Some professional 
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bodies remain sceptical of how much of an improvement training teachers in MHFA will 
have on child and adolescent mental health. The British Psychological Society (BPS) has 
raised concerns that it does not address wider systemic issues and puts the pressure on 
teachers to recognise and support children without specialist knowledge or training (BPS, 
2018).   
The government have since expanded on MHFA. They are hoping to create mental health 
support teams within schools in order to promote awareness and reduce stigma as part of their 
five-year plan (Department of Health and Social Care & Department of Education, 2017; 
Department of Health and Social care & Department of Education, 2018). Currently, there is 
no evidence that has looked into the effectiveness of these teams in UK schools as it is in the 
implementation phase. They have also tried to ensure schools address the topic within the 
Personal, Social and Health Education (PSHE) curriculum by asking teachers to include 
teaching students how to recognise and address unhelpful coping strategies including DSH 
(PSHE Association, 2019).  However, the BPS (2018) note that, as PSHE is not a compulsory 
subject and not always well integrated into the curriculum, some schools struggle to 
implement this. 
 
Barriers 
Despite the additional demand teachers now face to address student mental health, there has 
been a certified effort from schools and the government. However, there appears to be a 
reluctance to adopt a whole school intervention that focuses solely on DSH. Barriers include 
a lack of staff confidence, with up to 81% of teachers feeling they do not have the knowledge 
or skills to respond to questions appropriately and worrying they would say something wrong 
(Evan et al., 2016; Talking Taboo, 2012). This can reduce the accountability they feel for 
addressing the problem and could then create a culture where DSH is hidden which 
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consequently increases the stigma attached to the behaviour (Talking Taboo, 2012; Evans & 
Hurrell, 2016). 
Another reported obstacle is a lack of time and resources. Teachers are increasingly expected 
to cover extensive curriculum content.  The inclusion of DSH as an additional topic to discuss 
in the PSHE curriculum places pressure to adjust the depth of coverage to ensure breadth. 
When combining this with teacher’s reported lack of confidence in discussing DSH, other 
subjects within the ‘health umbrella’ might take priority, in particular, emotional health and 
wellbeing. This is viewed as a topic that might prevent mental health difficulties and 
potentially behaviours including DSH (Evans et al., 2018).  However, avoidance of the topic 
could then lower the confidence adolescents have in asking for help from schools (Evans & 
Hurrell, 2016).  
Social contagion has also been identified as a barrier within schools, with fears of increasing 
prevalence of DSH following an intervention. Evans et al. (2018) reported 80% of schools 
viewing this concern as a barrier to doing more to tackle DSH. Owing to policy requirements 
to support individuals who self- harm, the concern appears to impact on offering a classroom-
based intervention. This may well be in response to the evidence of peer to peer contagion 
rather than any evidence of contagion resulting from a more direct intervention. However, by 
not providing adolescents with the knowledge and understanding of how to help their friend 
through a classroom-based intervention, schools run the risk of not dispelling the belief that 
harming yourself is socially desirable. This could consequently increase peer to peer social 
contagion (Talking Taboo, 2012; Jarvi et al., 2013).  
Government directives have acknowledged lack of teacher training as an issue and have 
created initiatives to address this, including MHFA. However, this policy focus does not 
consider the perceived fear of social contagion resulting from any intervention, despite the 
similarity in the percentage of teachers reporting it as a barrier in implementing wider 
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interventions for DSH (Department of Health and Social Care & Department of Education, 
2017; Evans et al., 2018). 
In summary, the research suggests that the culture within schools is central to adopting a 
positive approach to DSH and for the development of coping strategies for emotional 
dysregulation (Talking Taboo, 2012; Evans & Hurrell, 2016; Jarvi et al., 2013). In order to 
facilitate this, there is a need to recognise the tensions within the school curriculum and 
concerns raised by teachers (Evans et al., 2018). Providing teachers with training to support 
their knowledge and confidence to address the issues would be of benefit and could then 
provide the means for young people to access support from teachers and challenge the fears 
associated with social contagion (Evans et al., 2018). 
 
Aims of literature review 
The research identified above indicates schools appear to avoid directly confronting the topic 
of DSH using a whole school or classroom-based approach and are fearful of social contagion 
(Evans et al., 2018). This is understandable given the well-established evidence of peer to 
peer social contagion (Doyle et al., 2015; You et al., 2013). However, students have been 
clear in expressing a need to better understand the topic. Specifically, they would want to 
know who to go to for help and what alternative strategies might be available, regardless of 
whether this is for a friend or themselves (Evans & Hurrell, 2016; Talking Taboo, 2012).  
As many schools offer 1:1 support for students who they identify as harming themselves, the 
fear of social contagion seems to be more apparent when discussing a group intervention for 
DSH, i.e. in the classroom or assembly (Evans et al., 2018). The proposed explanations of 
social contagion and DSH (peer influence and/or peer selection) suggest that exposure to 
DSH from a peer is the important factor when thinking about social contagion, not the topic 
itself (You et al. 2013). Potentially teachers fear the classroom-based setting will increase the 
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risk of peer to peer social contagion rather than their discussion of the actual material, but this 
has not been established.  
Therefore, this review will aim to critically examine the literature focusing on group-based 
interventions, which have been offered by adults to adolescents and explicitly target DSH. 
The review will aim to establish the presence of evidence which suggests that an adult 
offering a direct intervention of DSH to a group of adolescents increases the likelihood of 
those young people experiencing an increase in thoughts of DSH and/or adopting these 
behaviours.  
As there is a lack of research focusing on social contagion and an intervention on DSH, the 
concept of contagion will be operationalised by comparing rates of DSH (either thoughts or 
behaviours) before and after the group intervention. If rates have increased, this indicates 
exposure to an intervention on DSH had a negative consequence and so will be used as 
evidence of contagion. Conversely, if there has been no increase, this will be used to signify 
that the group intervention did not result in contagion. The review will not specifically 
examine peer to peer contagion, but rather will consider all potential sources of contagion 
that could result from exposure to the topic of DSH, as this is likely to occur in school-based 
interventions. This includes adult to young person, intervention to young person or peer to 
peer contact during the intervention. As schools are likely to offer interventions in a 
classroom or school-based format, interventions that take place in schools or other non-
clinical settings would be particularly relevant. If there is any evidence of an increase in DSH 
thoughts or behaviours, then these studies will be analysed further to rule out confounding 
variables. 
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Method 
Search Strategy 
An electronic database search was performed in February 2018 and updated in February 
2019. The databases searched were British Education Index, Child Development & 
Adolescent Studies, Psychology and Behavioral Sciences Collection, ERIC, PsycARTICLES, 
MEDLINE and PsycINFO. There was no date limiter set on any of the databases.  
The following search terms were used: 
 TITLE: Intervent* OR program* OR prevent* OR therapy OR treatment OR 
management OR counselling OR polic* 
 TITLE: self-harm OR deliberate self-harm OR self injur* OR self mutilat* 
 ABSTRACT: school OR secondary school OR high school OR middle school OR 
teen* OR adolescen* OR youth OR juvenile OR paed* OR young people OR college 
NOT university 
The Cochrane review website was also searched in February 2018 using the following search 
terms in the search bar: intervention, self-harm, adolescent.  
An initial search was also conducted which included additional search terms for social 
contagion. However, as only one study was identified, this term was not included in the 
search to expand the number of papers under examination and provide a greater breadth of 
understanding of the area. 
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Inclusion criteria: 
In order to measure the presence of social contagion (as operationalised above) studies 
needed to:  
 Offer participants an intervention which directly targeted NSSI or DSH 
 Include an outcome measure on NSSI or DSH 
 Include pre and post data for NSSI or DSH 
 Group-based interventions delivered by adults (as this would more directly imitate the 
settings in which schools would offer a classroom-based intervention) 
Other inclusion criteria: 
 Interventions conducted with those between the ages of 11 to 18 
 Peer reviewed papers 
 Studies that reported original data. 
 
Exclusion criteria: 
 Those not written in English due to the lack of resources available to translate the 
articles 
 As previously mentioned, estimates of DSH appears to vary across cultures (Madge et 
al., 2008; Morgan et al., 2017). Therefore, non-western countries were excluded. 
 Samples focused solely on Adult populations or Child (under 11) populations 
 Students with a diagnosis of learning disability or developmental disorder 
Please find a copy of the search strategy below. 
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Figure 1: PRISMA diagram of Search Strategy for peer reviewed journals 
Note: Where the researcher was not able to access the full text, it was requested from the 
authors of the study and/or the university library. However, it was not possible to access one 
of the papers and so it was excluded from the review. 
 
 
Assessment of study quality  
The methodological quality of the quantitative studies included in the review was assessed 
using a 17-item scale that covered research aims, design, sample recruitment and 
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characteristics, statistical analysis, and main findings and conclusions. The items included in 
the quantitative scale can be found in Table 2 in the results section. Appraisal item 
development drew upon three other appraisal tools which were the Newcastle-Ottawa Quality 
Assessment Scale (Wells et al., 2013), the Checklist for assessing the quality of quantitative 
studies (Kmet, Lee & Cook, 2004) and the Cochrane Collaboration Handbook Criteria 
(Higgins & Green, 2011). The items chosen were the ones which appeared clear and less 
prone to subjectivity. Two of the studies were rated by a fellow trainee clinical psychologist, 
using the same quality appraisal tool, and any disagreements were discussed until an 
agreement was reached.  
 
Data synthesis 
Due to the heterogeneity of the data reported in each article selected, conducting a meta-
analysis was not possible. Therefore, where possible, the reliability of the measures used, and 
effect sizes of the studies has been synthesised and reported on. 
 
 
Results 
Included studies 
The initial search had 411 results, these were then filtered to ensure only peer reviewed 
papers, written in English were included and duplicates were removed. This left 141 papers. 
The titles and abstracts were then scanned, whereby 94 papers were removed for not meeting 
the inclusion criteria (see PRISMA diagram for reasons). A full text search was completed 
for 47 papers and, upon further inspection, 42 papers were excluded because they did not 
meet the inclusion criteria. Of those 42 papers, nine were literature reviews and so their 
references were examined, and two papers were deemed to meet inclusion criteria. In total, 
seven papers were included in this literature review with dates ranging from 2008 to 2015. 
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The results of the papers identified are summarised below, first looking at the characteristic 
of the study and samples within those, then appraising the quality of the paper before finally 
synthesising the results of the papers. 
 
Characteristics of the studies 
The studies were predominantly conducted in either the UK (Green et al., 2011; James, 
Taylor, Winmill & Alfoadari, 2008; James, Winmill, Anderson, & Alfoadari, 2011) or United 
States (US; Woodberry & Popenoe, 2008; James et al., 2015; Muehlenkamp, Walsh & 
McDade, 2010) with only one study conducted in another western country which was 
Germany (Fleischhaker et al., 2011). Dates of publication ranged from 2008 (James et al., 
2008; Woodberry & Popenoe, 2008) to 2015 (James et al., 2015). Most of the studies used 
opportunity sampling, predominantly through child and adolescent outpatient services and 
participants were currently harming themselves or had a history of DSH (Green et al., 2011; 
James et al., 2015; Fleischhaker et al., 2011; James et al., 2008; James et al., 2011). Other 
sites for data collection using clinical samples included social services, forensic CAMHS and 
youth offending teams (James et al., 2011). Muehlenkamp et al. (2010) was the only study 
identified that did not include a clinical sample and instead recruited from the general 
population. It recruited student participants through high schools in the US, and was the only 
study where participants did not necessarily have a history of DSH and could be naïve to the 
topic. The sample sizes for the studies varied widely with the largest sample size being 366 
(Green et al., 2011) and the smallest being 12 (Fleischhaker et al., 2011). None of the 
identified papers looked at a general population sample of adolescents in the UK.  
In terms of gender, the studies had mainly female participants, with samples ranging from 
51.5% (Muehlenkamp et al., 2010) to 100% (Fleischhaker et al., 2011; James et al., 2008). 
Only four of the seven studies reported on ethnicity. Of those that did, the majority of the 
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samples were white with percentages ranging from 59% (James et al., 2015) to 96% 
(Woodberry & Popenoe, 2008). James et al. (2015) was the only study which reported on the 
SES of the sample as this linked with the aims of their research. Using access to private 
funding as a measure of SES, 46% of their sample were reported as lower SES. 
The aims of most of the studies focused on testing the effectiveness of an intervention in 
reducing episodes of deliberate self-harm in adolescents. Although James et al. (2015) 
provided an intervention, the primary aim considered whether the differences in sample 
characteristics between the two groups of participants, namely access to funding for therapy, 
impacted the effectiveness of their intervention. 
The interventions varied widely, with only one not using manualised or protocol driven 
treatments (Woodberry & Popenoe, 2008). Most offered Dialectal Behavioural Therapy for 
Adolescents (DBT-A; James et al., 2015; Fleischhaker et al., 2011; James et al., 2008; James 
et al., 2011; Woodberry & Popenoe, 2008). The other studies offered Group Psychotherapy 
(Green et al., 2011) and Psychoeducation (Muehlenkamp et al., 2010). 
All of the studies offered a group-based intervention, however some provided 1:1 support in 
addition to this (Woodberry & Popenoe, 2008; Fleischhaker et al., 2011; James et al., 2008; 
James et al., 2011). Muehlenkamp, et al. (2010) was the only study which was not delivered 
by a trained clinician. Instead they provided a pre-designed DVD, to be watched in school 
classrooms, followed by a group discussion which was facilitated by the school counsellor.  
The details of the different characteristics can be found below (see Table 1). 
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Table 1 Characteristics of studies  
              Sample 
Title Authors Year Aims/Overview Location Setting Delivery N 
Age 
(yr) Gender 
Ethnicity 
(% white/ 
Caucasian) Design 
Group therapy 
for adolescents 
with repeated 
self-harm: 
randomised 
controlled trial 
with economic 
evaluation Green et al 2011 
Aimed to look at the 
effectiveness of 
group psychotherapy 
for DSH in young 
people. Study used a 
two arm, randomised 
allocation trial of a 
manual based group 
therapy intervention 
in addition to routine 
care, compared with 
routine care alone. UK CAMHS  Group 366 12-17  89% F 94% 
Randomised 
Control Trial 
(RCT) 
Does insurance 
matter? 
Implementing 
Dialectical 
Behavior 
Therapy with 
two groups of 
youth engaged in 
deliberate self-
harm. James et al 2015 
 
Aimed to see if there 
were differences in 
outcomes of a DBT 
programme 
implemented in 
intensive outpatient 
care with 2 groups of 
adolescents who were 
engaging in DSH. 
The two groups had 
different insurance 
and funding sources 
and risk backgrounds. US 
Outpatient 
Child and 
Adolescent 
unit Group 154 12-18  85% F 59% 
independent 
measures 
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            Sample 
Title Authors Year Aims/Overview Location Setting Delivery N 
Age 
(yr) Gender 
Ethnicity 
(% white/ 
Caucasian) Design 
 
A Preliminary 
Community 
Study of 
Dialectical 
Behaviour 
Therapy (DBT) 
with Adolescent 
Females 
Demonstrating 
Persistent, 
Deliberate Self-
Harm (DSH). 
James, Taylor, 
Winmill & 
Alfoadari 2008 
Study looked at 
whether DBT with 
female adolescents 
with persistent and 
severe DSH was 
effective in reducing 
levels of DSH  UK CAMHS   
Group 
and 1:1 16 15-18 100% F NR 
repeated 
measures 
 
A Preliminary 
Study of an 
Extension of a 
Community 
Dialectic 
Behaviour 
Therapy (DBT) 
Programme to 
Adolescents in 
the Looked After 
Care System 
James, 
Winmill, 
Anderson, & 
Alfoadari 2011 
 
Due to the higher 
levels of DSH and 
mental health 
problems with looked 
after children (LAC) 
study piloted DBT 
treatment package to 
see if it was effective 
in reducing these 
levels UK 
 
Social 
Services, 
CAMHS, 
Forensic 
CAMHS 
& Youth 
Offending 
Teams 
Group 
and 1:1 25 13-17 88% F NR 
repeated 
measures 
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Note: NR = Not reported 
 
              Sample     
Title Authors Year Aims/Overview Location Setting Delivery N 
Age 
(yr) Gender 
Ethnicity 
(% white/ 
Caucasian) Design 
Preventing Non-
Suicidal Self-
Injury in 
Adolescents: 
The Signs of 
Self-Injury 
Program 
Muehlenkamp, 
Walsh & 
McDade 2010 
 
Implemented signs of 
self-injury 
programme for 
adolescents which 
aimed to increase 
knowledge, improve 
help seeking attitudes 
and behaviours and 
decrease acts of 
NNSI US 
High 
Schools Group 282 14-17 
51.5% 
F  73% 
repeated 
measures 
Implementing 
Dialectical 
Behavior 
Therapy With 
Adolescents and 
Their Families 
in a Community 
Outpatient 
Clinic.  
Woodberry & 
Popenoe  2008 
 
Examining effects of 
community based 
applied DBT 
principles and 
strategies on 
adolescents who are 
suicidal and/or 
deliberately harming 
themselves.  US 
Outpatient 
psychiatric 
clinic 
Group 
and 1:1 46 14-18 82% F 96% 
repeated 
measures 
  
118 
 
Quality Appraisal of the studies     
The quality appraisal tool consisted of 18 questions and each study could score a maximum 
of two per question and gain a total score of 36. Table two (below) shows the different 
criterion and scores for the seven papers. A score of two on one of the items meant the study 
was perceived to have fully met the criteria of the question. A score of one signified it 
partially met the criteria and a score of zero indicated it did not meet the criteria at all. The 
exception to this was the question describing the psychometric properties of the outcome 
measurements where a two indicated it had an excellent description, a one indicated a 
satisfactory description and a zero indicated a weak description.  
None of the studies were discarded following the quality appraisal. None achieved the 
maximum score of 36. The mean score was 20.1 (range 15-32). The study with the highest 
score on the quality appraisal tool, was Green et al. (2011) which scored 32/36. This study 
did not score a zero on any of the questions and so partially or fully met every criterion. This 
was primarily due to the fact it was the only study adopting a RCT design although James et 
al. (2015) also included a control group. Therefore, the two items on the tool with the lowest 
scores were ones which assessed studies with more than one group: whether the clinical 
profile of the two groups was similar and whether treatment conditions were blinded to the 
researcher and participants.  
Several individual appraisal items were fully met by all studies with the exception of one 
study which partially met the criteria. These items were whether the study clearly described 
the objectives or aims or the study and whether the recruitment strategy was appropriate. 
Only James et al. (2015) scored one for each of these items. The other items included the use 
of a manualised or protocol driven intervention where only Woodberry and Popenoe (2008) 
did not score a two, and if the conclusions supported the results, where Fleischhaker et al. 
(2011) did not fully meet criteria. There were three other items on the quality appraisal tool 
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where all of the studies reviewed fully met or partially met the criteria. These included clearly 
describing the results of the study, whether the analysis was appropriate and describing the 
sample characteristics.  
The remaining items on the quality appraisal tool showed a great deal of variability. These 
were: describing the psychometric properties of measurements; whether a follow up was 
performed after an intervention; whether those who dropped out of the study were followed 
up and whether their characteristics were described; whether an intent to treat analysis was 
performed, controlling the measurement of the dependent variable, generalising the results 
outside of the context of the study. Further exploration of the variability did not yield any 
common features between the students to indicate why there was such variety.   
Most of the studies identified in the literature search scored at least half of the marks when 
rated. The exceptions to this were James et al. (2011) which scored 17/36 and Woodberry and 
Popenoe (2008) which had the lowest score of 15/36.  
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Table 2:  Quality Appraisal questions and scores for identified studies 
Study 
 
Green et al. 
(2011) 
James et al. 
(2015) 
Fleischhaker 
et al. (2011) 
James et al. 
(2008) 
James et al. 
(2011) 
Muehlenkamp 
et al. (2010) 
Woodberry & 
Popenoe 2008) 
Is the objective of the study clearly 
described? 
 
2 1 2 2 2 2 2 
What is the type of study design? 
(Pre-post group = 0, Pre-post group with 
control = 1, RCT = 2) 
 
2 1 0 0 0 0 0 
Was the recruitment strategy appropriate 
to the aims of the research? 
 
2 1 2 2 2 2 2 
Is there a clear description of the sample? 
 
2 2 1 1 2 2 2 
Was the patients’ clinical profile in 
different intervention groups similar? 
 
2 1 0 0 0 0 0 
Was the treatment condition assignment 
concealed from researchers, patients and 
treatment providers? 
 
1 0 0 0 0 0 0 
Was a treatment protocol or manual used 
in the delivery of the experimental 
treatment? 
 
2 2 2 2 2 2 1 
Describe the psychometric properties of the 
outcome measurements 
(Weak = 0, Satisfactory = 1, Excellent = 2)  
 
2 2 0 0 1 2 1 
Was the analysis appropriate? 
 
2 2 2 1 2 2 2 
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Study 
 
Green et al. 
(2011) 
James et al. 
(2015) 
Fleischhaker 
et al. (2011) 
James et al. 
(2008) 
James et al. 
(2011) 
Muehlenkamp 
et al. (2010) 
Woodberry & 
Popenoe 2008) 
Have the characteristics of patients who 
drop out been described? 
N.B. if no subjects dropped out then question 
marked as a 2 
 
1 0 2 2 1 0 0 
Is the rate of attrition similar for both 
groups? 
 
2 1 0 0 0 0 0 
Was intention to treat analysis conducted? 
 
2 2 2 0 2 0 0 
Was a follow up performed after the end of 
the intervention? 
(none = 0, less than 1 year = 1, more than 1 
year = 2) 
 
1 0 2 1 0 0 0 
Were subjects who dropped out followed 
up? 
N.B. if no subjects dropped out then question 
marked as a 2 
 
1 0 2 2 0 0 2 
Was there adequate control of the DV 
measurement? 
 
2 2 0 0 0 1 0 
Can the results be generalized outside the 
study context? 
 
2 1 1 0 0 1 0 
Is there a clear statement of the findings? 
 
2 2 1 2 2 2 1 
Do the conclusions support the results? 
 
2 2 1 2 2 2 2 
Total (out of 36) 32 22 20 17 18 18 15 
Note: 0= No/not stated, 1= partially, 2= yes
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Synthesis of the data  
Outcome measures - Synthesising the data was difficult due to the heterogeneity of the 
studies. Table 3 shows the different methods studies used to capture thoughts or acts of DSH. 
Muehlenkamp et al. (2010) was the only study which aimed to capture thoughts and 
behaviours relating to DSH whereas the remaining focused on either thoughts of DSH 
(Woodberry & Popenoe, 2008) or acts of DSH (Green et al., 2011; James et al., 2015; 
Fleischhaker et al., 2011; James et al., 2011; James et al., 2008).  
Fleischhaker et al. (2011), Green et al. (2011) and James et al. (2008) were the only studies 
which followed up participants and reported findings for this time point as well as post 
intervention. The remaining studies did not conduct a follow up and so only reported findings 
from pre and post the intervention. 
It was not possible to assess the reliability of all of the measures used. Of the two studies 
which had an identifiable Cronbach alpha, both showed internal consistency levels scoring in 
the excellent range with values of 0.94 and 0.96 (James et al., 2015 & Woodberry & 
Popenoe, 2008 respectively).  These studies used one item only on a questionnaire to measure 
DSH and so the Cronbach alpha for the whole measure has been reported. It was not possible 
to find a reported Cronbach alpha for the Lifetime Parasuicide Count (Linehan and Comtois, 
1994) that was used in Fleischhaker et al. (2011) study, or the Self Injurious Thoughts and 
Behaviour Inventory (Nock, Holmberg, Photos & Michel, 2007) as used in the Muehlenkamp 
et al. (2010) study. 
An alternative method used by some studies to measure episodes of DSH was to ask 
participants to report retrospectively on the number of times they had harmed themselves in a 
clinical interview.  There was variation in this method as studies often used different time 
periods. For example James et al. (2008) and James et al. (2011) asked participants to report 
the number of times they had harmed themselves over the past week, whereas Green et al. 
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(2011) asked clients to report the number of times they had harmed themselves during the 6 
months between data collection points (researchers contacted them in-between these times to 
aid in recollection). 
Data analysis – Whilst the aims in the studies were similar, the analytic strategies adopted in 
studies were different. This depended on whether the data was parametric or non-parametric 
and each study used varying levels of sophistication in their analysis. These progressed from 
Paired t-test (James et al., 2011; Woodberry & Popenoe, 2008), to Wilcoxon signed Rank test 
(Fleischhaker et al., 2011), Chi Squared (Muehlenkamp et al., 2010), Analysis of Co-
Variance (ANCOVA; James et al., 2015), Logistical regression (James et al., 2008), 
Multivariate analysis of variance (MANOVA; Muehlenkamp et al., 2010), and Proportional 
odds model (Green et al., 2011). 
Attrition – A significant number of papers had high attrition rates with many being over 25% 
(Woodberry & Popenoe, 2008; James et al., 2011; Fleischhaker et al., 2011; James et al., 
2015). Although some studies made attempts to follow up participants, a number were not 
(James et al., 2015; James et al., 2011; Muehlenkamp et al., 2010). However, some of the 
studies completed an intention to treat (ITT) analysis to compensate for patients who dropped 
out (Green et al., 2011; Fleischhaker et al., 2011; James et al., 2015; James et al., 2011). 
Results – Where possible, the results of the studies have been synthesised. Table 3 shows the 
main results and effect sizes reported in the papers. Six of the seven studies reported a 
significant reduction in DSH following the intervention (James et al., 2015; Green et al., 
2011; Fleischhaker et al., 2011; James et al., 2008; James et al., 2011; Woodberry & 
Popenoe, 2008). These interventions were all delivered by clinicians in mental health settings 
with patients who had reported DSH.  Only Muehlenkamp et al. (2010) reported non-
significant results, although they did note a slight decrease in reported thoughts or acts of 
DSH following their intervention. This was the only study that did not use a clinical sample.  
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Standardised effect sizes have been reported, either from the study or Cohen’s d was 
calculated by the author (Cohen, 1988). James et al. (2015) and Muehlenkamp et al. (2010) 
reported eta squared values and, as other studies have made comparisons between the 
magnitude of the Cohen’s d and eta squared values to equate effect sizes, the same has been 
done in the present study (Richardson, 2011). It was not possible to calculate effect sizes for 
some of the studies due to the use of log transformed data (Green et al., 2011) or lack of 
access to mean scores (James et al., 2011).  
Overall, the effect sizes post intervention varied from negligible to large with the smallest 
being d = 0.001 (Muehlenkamp et al., 2010) and the largest being d = 1.13 (James et al., 
2008). Muehlenkamp et al. (2010) was the only study which reported negligible effect sizes. 
Every other study reported a medium or large effect size, indicating that the intervention had 
an effect on reducing levels of DSH (James et al., 2015; Fleischhaker et al., 2011; James et 
al., 2008; Woodberry & Popenoe, 2008). The two studies which collected follow up data, 
demonstrated an increase in effect size between pre/post and pre/follow up indicating the 
reductions in acts of DSH made immediately after the intervention, were maintained and 
improved on as time progressed (Fleischhaker et al., 2011; James et al., 2008). No 
relationship was identified between the reported effect sizes and research design undertaken. 
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Table 3: Results of studies and effect sizes 
Study Outcome Measure 
Cronbach 
Alpha Data Analysis Attrition Pre and post results 
How effect 
size was 
calculated  
Effect 
size s/m/l 
Green et al. 
(2011) 
Clinical interview - 
frequency of acts of 
DSH between data 
collection points NR 
Proportional 
odds model  
7/366 
(2%) 
 
Geometric mean number of self-harm events 
calculated and indicated significant change: 
Group therapy mean at baseline (pre) = 22.1 and 
6-12 months (follow up) was 2.0; TAU mean pre 
= 20.4 and follow up = 2.1. Number of people 
who did not self-harm in 6 months increased 
from 36% (pre) to 75% (post) in group therapy 
and from 39% to 70% in routine care 
Not calculated 
due to use of 
geometric 
means NR 
James et al. 
(2015) 
 
Youth Outcome 
Questionnaire Self 
Report 2.0 (Y-OQ-
SR; Wells, 
Burlingame & Rose, 
2003) was 
administered. Item 21 
on the questionnaire 
was used to assess 
acts of DSH.  
0.96 (Ridge, 
Warren, 
Burlingame, 
Wells & 
Tumblin, 
2009) 
Mixed between 
within factorial 
ANOVA 
55/154 
(36%) 
Significant reduction in score on item 21 post 
intervention: group 1 pre mean =1.94 (2.05) vs. 
post mean = 0.43 (0.82); group 2 pre mean = 2.19 
(1.31) vs post mean 0.88 (1.14) 
study - eta 
squared used in 
ANOVA - ŋ² = 
0.42 large 
Fleischhaker 
et al. (2011) 
Lifetime Parasuicide 
Count (Linehan & 
Comtois, 1994; 
measuring acts of 
DSH only) NR 
Wilcoxon 
signed rank test 
3/12 
(25%) 
 
Significant reduction in DSH in month following 
end of therapy. Although the Z scores for the 
Wilcoxon signed rank test were not reported. The 
p-level at end of therapy was p = 0.018 and at 
follow up was p = 0.015. In the month before 
therapy 75% of adolescents had DSH. At the one 
year follow up this had dropped to 58% 
study - effect 
size at post d = 
0.89 and at one 
year follow up 
d = 0.92 large 
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Study Outcome Measure 
Cronbach 
Alpha Data Analysis Attrition Pre and post results 
How effect 
size was 
calculated  
Effect 
size s/m/l 
James et al. 
(2008) 
Clinical interview - 
number of episodes 
of DSH/week NR 
General linear 
model repeated 
measures 
(ANOVA) 0 (0%) 
Mean and SD for number of incidents of 
DSH/week pre 3.0 (2.0), post 1.0 (1.5) and 
follow-up 0.53 (0.89). GLM repeated measures 
analysis showed significant reduction in episodes 
of DSH (F=23.95, df=2, p< 0.001) 
author - 
Cohen's d 
calculated from 
means: post d 
= 1.13 & 
follow up d= 
1.59 large 
James et al. 
(2011) 
Clinical interview - 
number of episodes 
of DSH/week NR Paired t test 
7/25 
(28%) 
Significantly lower frequency of DSH for those 
who completed treatment: Self-Harm - 2.4 (2.2) 
t16 4.7, p < 0.001. 
not calculated 
as no access to 
means only t 
values NR 
Muehlenkamp 
et al. (2010) 
Self-injurious 
thoughts and 
behaviour inventory 
(Nock et al 2007) NR 
Chi squared 
and repeated 
measures 
MANOVA 
8/282 
(3%) 
Change in the rates of NSSI pre/post intervention 
were non-significant: Chi squared (1, N = 497) = 
3.092, p<.08, following the program.  
study - eta 
squared used in 
MANOVA - ŋ² 
= 0.032 and ŋ² 
= 0.001 negligible 
Woodberry & 
Popenoe 
(2008)  
Specific item 
measuring thoughts 
of DSH on Trauma 
Symptom Checklist 
for Children (Item 
20, TSCC; Nilsson, 
Wadsby & Svedin, 
2008)  0.94 
Matched pairs t 
test  
17/46 
(37%) 
Significant decrease in frequency of thoughts of 
wanting to hurt self (n=27, d=.62, p=.004). t 
values not reported. 
study - d = 
0.62 medium  
 
Note: NR = Not reported, TAU = Treatment as Usual 
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Discussion 
Summary of findings  
The aim of this literature review was to examine the studies which have conducted an 
adolescent group intervention focusing on DSH. The review was particularly concerned with 
evidence of social contagion. Due to the lack of research on how to demonstrate the presence 
of contagion, this concept was operationalised using pre and post outcome measures of DSH 
following a group-based intervention. Any increase in thoughts or acts of DSH following the 
intervention served as evidence that exposure to the intervention had had a negative impact 
which would indicate contagion. All of the studies regardless of the design, setting and 
whether the results were significant or not, showed a reduction in rates of DSH. Therefore, if 
using the method described above to ascertain the presence of contagion, one could surmise 
that exposure to these interventions did not result in contagion. 
As discussed, exposure to peer DSH, i.e. peer to peer contagion, is a well evidenced risk 
factor for DSH (Doyle et al., 2015). Explanations for social contagion and its relationship 
with DSH draw from Social Learning Theory (Bandura, 1986; Nock, 2008; You et al., 2013). 
One could argue that participants undertaking a group intervention amongst others in their 
age group could be more vulnerable to being at risk of peer to peer contagion. The results of 
these studies indicate this is not the case given that rates of DSH did not increase following 
exposure to the group intervention (Muehlenkamp et al., 2010; Green et al., 2011; James et 
al., 2015; Woodberry & Popenoe, 2008; Fleischhaker et al., 2011; James et al., 2008; James 
et al., 2011). This could be explained using social learning theory as the intervention may 
provide alternative ways of responding to distress, which were modelled by the facilitator 
(Bandura, 1986). If DSH is no longer modelled as an effective coping strategy, it will likely 
reduce the number of adolescents who undertake the behaviour. 
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Of the seven studies, Muehlenkamp et al. (2010) is perhaps the most relevant paper for this 
literature review in that it addresses the review’s aims more specifically. It is the only paper 
identified that examines iatrogenic effects (social contagion) within schools and consequently 
concluded that there were none. It measured contagion in the same way as this review by 
comparing thoughts or behaviours of DSH before and after their intervention.  Although it 
was conducted in the US, this study benefitted from being conducted in a classroom 
environment, with a large mainstream population of students where the majority of 
adolescents were not harming themselves deliberately already. The similarities in methods 
used to measure the presence of social contagion between this review and Muehlenkamp et 
al. (2010) should add validity to how the concept was operationalised in this study.  
All of the seven studies identified in the literature search had applied different designs and 
methods. However, every study included an intervention which used a predominantly 
behavioural measure (sometimes with a cognitive element), to assess levels of DSH before 
and after the specific intervention in order to try and determine its effectiveness (James et al., 
2015; Fleischhaker et al., 2011; James et al., 2008; James et al., 2011; Woodberry & 
Popenoe, 2008; Muehlenkamp et al., 2010; Green et al., 2011). Beyond this, there was a lack 
of consistency across the different studies and measures used, which makes it difficult to 
draw reliable conclusions from the results as it is not possible to directly compare them with 
each other.  
Despite these difficulties in making comparisons, where possible, the results were 
synthesised. There is some discrepancy in research as to whether it is possible to calculate 
effect size using Cohen’s d with a repeated measure design, due to the potential bias created 
from using two groups with same profile (Cuijpers, Weitz, Cristea & Twisk, 2016). However, 
as some studies included in the search have used this value in order to report on effect size, 
Cohen’s d was calculated, when appropriate, in the remaining studies in order to allow a 
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comparison. Unfortunately, it was not possible to calculate effect sizes for Green et al, 
(2011), so comparisons could not be made between an RCT design and studies that used a 
repeated or independent measures design. However, despite the variation in effect sizes and 
regardless of research design, the papers identified in the literature search did not indicate any 
negative impact following exposure to an intervention which targeted DSH.  
 
Limitations and strengths 
One of the main limitations of the papers identified, particularly those who used a repeated 
measure design, were the small sample sizes, i.e. under 25 participants (Fleischhaker et al., 
2011, James et al., 2008; James et al., 2011). After completing a sample size calculation to 
determine how many participants would be needed to achieve power, some of the studies 
seem to be underpowered when considering the number of participants used in analysis 
(Fleischhaker et al., 2011, James et al., 2011; Woodberry & Popenoe, 2008). There has been 
some research indicating that an underpowered sample size which produces highly 
statistically significant results can lead to researchers overestimating the size of the effect and 
therefore reduces confidence in the accuracy of the findings (Curran-Everett, 2017).  
A more general limitation is the generalisability of the findings to wider settings. With the 
exception of Muehlenkamp et al. (2010), the studies recruited a sample where the majority, if 
not all, of the participants were female with a defined white ethnicity. As this would not be 
representative of the general population, the generalisability of the sample to males and those 
from an ethnic minority can also be questioned. As evidenced in the quality appraisal tool, 
the studies which used smaller samples were less likely to generalise their findings to the 
wider clinical population. Furthermore, they did not use a control group, which would have 
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provided a better indication of the validity of their results (Fleischhaker et al., 2011; 
Woodberry & Popenoe, 2008; James et al., 2008).  
The use of clinical samples could also restrict the ability to generalise the findings of the 
studies to non-clinical samples. In addition to this, none of the papers identified in the search 
used an adolescent population from the UK general population, therefore limiting the 
generalisability of the findings to UK secondary schools, due to the difference in cultures 
between countries and outpatient/inpatient units versus a predominantly non-clinical sample. 
However, one could argue that as participants within the clinical samples had already been 
identified as harming themselves, they could be more vulnerable to social contagion. DSH 
would have already been established as a group norm when beginning the interventions and 
members would already be socialised to it (Heilbron & Prinstein, 2008). If no adverse effects 
from exposure to a group intervention on DSH have been identified with a more high-risk 
population, it is likely these findings would be replicated in non-clinical samples who might 
be less sensitive to contagion due to their naivety on the subject.  
Another limitation was that this review was not able to isolate the different forms of social 
contagion. Although the studies identified suggest exposure to a group-based intervention on 
DSH does not result in any contagion, it was not possible to separate the different aspects of 
this i.e. the potential for facilitator to participant contagion or peer to peer contagion. 
Examining these individually could provide more understanding as to whether one form has a 
greater influence than another. Only two of the studies provided follow up data (Fleischhaker 
et al., 2011; James et al., 2008). For the remaining studies, it was not possible to measure for 
potential contagion following the end of the intervention, for example, if peers discussed the 
topic and this discussion led to increase in thoughts or acts of DSH. However, given that the 
two studies who conducted follow ups demonstrated higher reductions in rates of DSH than 
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post intervention, this could imply any subsequent discussion about the intervention between 
peers did not result in peer to peer contagion.  
Despite these limitations, a number of strengths were evident in the studies. With the 
exception of Woodberry and Popenoe (2008), every paper used a manualised or protocol 
driven intervention in their experimental group and every study reported a clear method 
meaning the studies could be replicated in the future. If larger sample sizes or different 
populations could be used, this could add to the validity of any findings. 
Two of the papers could also compare their intervention group with a control group. Each of 
these studies reported improvements in thoughts/acts of DSH in their control group, although 
never to the same extent as the intervention group. The samples for the control group were all 
taken from a clinical population and had a fairly similar profile to the intervention group, 
therefore giving them a more reliable baseline from which to compare (Green et al., 2011; 
James et al., 2015).  
 
Implications and future research 
As previously mentioned, Muehlenkamp et al. (2010) is perhaps the most relevant study 
identified in this review due to its sample characteristics. Although their intervention did not 
appear to significantly reduce levels of DSH, there was no evidence of an increase in 
thoughts or acts of DSH in either students who had already undertaken that behaviour, or 
students who had not. Kraemer et al. (1997) state a risk factor is a variable which can be 
measured, must come before the outcome and should be associated with an increase in the 
probability of the outcome occurring. When looking at the results of the studies in the review, 
the interventions targeting DSH were not associated with an increase in DSH. Consequently, 
one could conclude that an intervention on DSH is not a risk factor for DSH. These results 
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suggest teachers’ fear around contagion following a more direct intervention are unfounded. 
Therefore, it is anticipated that the results will reduce concerns that talking to students about 
DSH will produce an increase in the number of students who use this as a coping strategy.  
Other literature reviews which have examined the effects of interventions on treating 
adolescent DSH have not commented on social contagion, making this review different to 
those which have come before. However, the results of the literature search were similar to 
previous reviews in that the papers demonstrated a wide range of interventions, ways to 
measure DSH and ways of analysing those measures (Labelle, Pouliot & Janelle, 2015; 
Hawton et al., 2015). There are a limited number of studies which have used adult 
populations, however, the results are similar to adolescent populations in that there does not 
appear to be any indication that an intervention directly discussing DSH increases the risk of 
DSH. However more research into the area is needed (Kapur, 2005; Hawton et al., 2016). 
The existing literature has highlighted the need for more research into the area of social 
contagion when working with DSH in schools in the UK. Research also indicates students 
and teachers feel that they would benefit from a more direct intervention which talks about 
DSH specifically (Talking Taboo, 2012; Saunders & Smith, 2016; Evans et al., 2018). 
Potentially, it may be useful to gather student insights into fears of social contagion and what 
they feel they would benefit from in a more direct intervention on DSH. More research into 
this area may help to assuage teacher’s fears further. This could then lead to the development 
of a mainstream intervention that addresses the need to explicitly increase awareness of the 
topic, to discuss the emotional factors associated with the behaviour, and to consider how 
help can be secured for young people. Any intervention would need to measure for 
contagion. This would effectively contribute to the field examining whether talking about 
DSH increases or decreases the likelihood of others undertaking it, which would then guide 
future treatments within secondary schools in the UK. 
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Conclusion 
This review reflects the findings of other reviews regarding the lack of consistency in 
research into treating adolescent DSH (Flaherty, 2017; Burns et al., 2005). Evidence of an 
increase in thoughts or behaviours of DSH following exposure to a group-based intervention 
was used as a way to operationalise contagion, and none of the seven studies identified in the 
search indicated this as an issue. Although schools report fears of contagion if they were to 
talk about DSH more directly in a whole school approach, the results of this review indicate 
this is unfounded. However, given some of the limitations discussed here, additional research 
into the area may be necessary to further mitigate teacher’s fears. 
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Part 3 – Summary of Clinical Experience 
 
 
Year one: Adult Placement 
My working age adult placement was one year in length and was spent in a community 
mental health service for adults with severe and enduring mental health problems. I worked 
with individuals who presented with a range of difficulties including complex trauma, PTSD, 
psychosis, OCD, social anxiety, generalised anxiety, health anxiety and depression. For each 
of these presentations, I formulated and delivered interventions either in a 1:1 or group 
format, including co-facilitating a STEPPS group. The main therapeutic model used was CBT 
which usually followed disorder specific protocols such as Clark and Wells (1995) cognitive 
model for social anxiety. However, I also utilised other models including Schema therapy, 
DBT, psychodynamic and systemic therapy. Some patients also required a care packages in 
conjunction with other professionals (e.g. social workers, occupational therapists and 
psychiatrists) which at times lead to joint working or complex case discussions as an MDT.  I 
also completed neuropsychological assessments including psychometric testing that queried 
possible ABI, Korskoff Syndrome and Learning disability. 
I offered consultation when appropriate and led staff training within the team (how to use 
CBT worksheets and a discussion around barriers to using these). I also had the opportunity 
to supervise the honorary assistant psychologist and assistant psychologist throughout the 
service audit they were assisting me in conducting. 
Throughout the placement I worked with many other health and social care professionals, 
met with clients outside of my clinical work space, visited other local services and became 
involved in MDT meetings and reflective team meetings which used a systemic framework.  
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Year two: Child and Adolescent Placement 
I spent 6 months in a Child and Adolescent Mental Health Service (CAMHS) working with 
children from the age of 12 to the age of 18 and their families. I worked with a range of 
different presentations including social anxiety, OCD, depression, generalised anxiety and 
health anxiety. Main therapeutic approaches were 1:1 and drew on CBT, systemic and 
neuropsychological models. I was able to conduct and join psychometric testing to assess for 
neurodevelopmental disorders including ASC and ADHD. Interventions were adapted for 
those who presented with neurodevelopmental disorders and specific learning difficulties, 
including Dyslexia. I was able to co-facilitate different psychoeducational groups and a CBT 
parent group for young people with anxiety. I offered training to staff regarding ACT 
techniques. I was also in regular contact with local services and schools in order to facilitate 
joined up care. I attended regular reflective practice meetings conducted by the systemic 
psychotherapist and training offered by the team around CFT. 
 
Year two: Intellectual Disabilities 
I spent 6 months in a Community Learning Disabilities (LD) service for adults. I worked with 
individuals who had a LD and mental health difficulties such as Panic, Social anxiety, 
depression, relationship difficulties, emotional regulation - particularly anger, and behaviour 
that challenges. I worked individually with families, carers, staff teams and individuals 
affected by LD in the clinic and in residential settings. Therapy drew on CBT, CAT, DBT and 
systemic models but was adapted according to the level of ability. I also worked with a range 
of different health conditions (such as visual or hearing impairment, Turner syndrome and 
Cerebral Palsy) and across the spectrum of ability within this client group. Much of the work 
involved consultations with other services or charities and teams within those in order to 
better support patients. I completed cognitive assessments including assessment for a 
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dementia assessment and in the context of LD. I also conducted capacity assessments in 
terms of understanding around sexual experiences and sexual health. I offered training to the 
team around improving access for hard to reach populations. I also had the opportunity to 
facilitate a team debrief following the death of a client and aid in PBS clinics run by the 
service. 
 
Year three: Older People 
I spent 6 months in an older adult community mental health service. For this setting, I drew 
upon systemic and CBT Models. I worked 1:1 with older people in both clinical and home 
settings who presented with different difficulties including hoarding, attachment difficulties, 
generalised anxiety, depression and bi-polar. As a part of this placement I conducted several 
assessments for MCI and/or dementia, to provide a neuropsychological profile to inform the 
diagnosis. Alongside this I provided pre-assessment counselling and post diagnosis support.  
I also took the lead on a service development project by introducing a peer supervision 
system for those using the dementia screening tool. I provided training for staff on thinking 
about systems around complex patients which led to discussions around the importance of 
reflective practice. I offered consultations following this teaching to support staff in 
maintaining their wellbeing and thinking about how best to work with patient and those 
around them. 
 
Year three: Specialist Placement with Children and Adolescents 
I spent 6 months in a Child and Adolescent Mental Health Service (CAMHS) working 
predominantly with the systemic psychotherapist and using systemic therapeutic techniques 
with families which ranged from structural to Milan to social constructionist and narrative 
interventions. I also offered CBT assessment, formulation and interventions with children 
under the age of 12 which gave me the opportunity to adapt disorder specific protocols. I 
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worked with young people and families who had a range of different presentations including 
attachment difficulties, emotional dysregulation, depression, choking phobia, single trauma 
PTSD and severe OCD.  The placement has offered more leadership opportunities as I have 
helped set up an adolescent CFT group, co-facilitated teaching to Tier 2 services and taken 
the lead in the reflective practice groups. I have also been able to supervise the assistant 
psychologist in a piece of CBT work with a patient.  
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Part 4 – Table of Assessments completed during Clinical Training 
 
 
Year I Assessments 
ASSESSMENT TITLE 
WAIS WAIS Interpretation (online assessment) 
Practice Report of 
Clinical Activity 
Assessment and Formulation of a Pakistani female in 
her 40s presenting with low mood and anxiety  
 
Audio Recording of 
Clinical Activity with 
Critical Appraisal 
Audio recording and critical appraisal of an individual 
CBT session with a female in her mid-thirties presenting 
with symptoms of post-traumatic stress disorder 
Report of Clinical 
Activity N=1 
Report of Clinical Activity N=1 for Adolescent/Young 
Adult Male presenting with symptoms of Social Anxiety   
Major Research Project 
Literature Survey 
Secondary school interventions for Self-harm and the 
risks of social contagion: A literature survey 
Major Research Project 
Proposal 
Exploring students views around current provision of 
teaching on deliberate self-harm and the potential for 
social contagion 
Service-Related Project Audit of clinicians’ use of the assessment clinic 
template 
 
Year II Assessments 
ASSESSMENT TITLE 
Report of Clinical 
Activity 
Report of Clinical Activity: Systemically informed CBT 
Formulation and intervention of an adolescent female 
presenting with OCD symptoms 
PPLD Process Account Personal Professional Development reflective account 
 
Year III Assessments  
ASSESSMENT TITLE 
Presentation of Clinical 
Activity 
Presentation of Assessment, Formulation and Treatment 
of 35 year old Male with Panic and Generalised Anxiety 
Disorder in Intellectual Disability placement 
Major Research Project 
Literature Review 
Evidence of social contagion from group interventions 
focusing on adolescent deliberate self-harm: A literature 
review 
Major Research Project 
Empirical Paper 
Exploring student views on classroom-based 
interventions on DSH 
Report of Clinical 
Activity – Formal 
Assessment 
A Neuropsychological Assessment of a Lady in her 80s 
for a suspected Dementia 
Reflective Portfolio Reflective Portfolio 
 
  
